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SOME OBSERVATIONS UPON THE SUR- 
GICAL TREATMENT OF CHRONIC 
GALL-BLADDER DISEASE* 


J. KNox Simpson, M.D., F.A.C.S., 
Jacksonville. 


If we could trace backward the line of thought 
and reasoning which has brought us to an erron- 
eous conclusion, concerning any problem which 
we have endeavored to solve, we would find out 
that at some point along the line of reasoning, 
probably at the very beginning, we have viewed 
some single fact alone, without getting the per- 
spective which comes to us from viewing the 
same fact amid its normal modifying surround- 
ings. IT feel that this more or less axiomatic 
statement is particularly true concerning our 
attitude toward chronic gall-bladder disease, and 
that it should be kept in mind in our efforts to 
properly solve these problems. 

During a recent review of our gall-bladder 
records I was somewhat struck by the difference 
in the problems involved in three cases which 
came along consecutively, so I have decided to 
review these three cases briefly, and to discuss 
certain points in the diagnosis and treatment 
which are brought out by these records. 

Patient number one was referred to me by Dr. 
Stanley Erwin, for consultation and advice, con- 
cerning a major symptom complex, referable to 
the left brachial plexus, and consisting of the 
usual symptoms of brachial plexus neuritis, 
which had been present at intervals for twelve 
vears. The usual search had been made for 
focal infection which would explain the trouble, 
and six months previously, Dr. Erwin had ad- 
vised her to have her tonsils and two dead teeth 
removed, which had been done without relief 
of her neuritis. We went over the case again 
together, and elicited a minor symptom complex, 
which had been submerged in her mind beneath 
the greater troubles of her neuritis, and which 
pointed definitely to the gall bladder. The svmp- 
toms were as follows: Sour stomach, eructations 
of large quantities of gas from the stomach, a 
full and uncomfortable feeling in the epigas- 
trium, especially after meals. She had incrim- 
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inated and eliminated from her diet first one food 
and then another until she was on a very re- 
stricted diet, a rather typical story in these cases, 
without relief from her symptoms. 

Physical examination revealed no abnormal 
findings except a rather large and boggy cervix, 
the site of a chronic endocervicitis, and tender- 
ness to deep-hooked finger palpation over the 
gall bladder, aside from the local findings of 
tenderness in the course of the brachial plexus 
on the left side and some weakness of the 
muscles supplied by these nerves. Fleuroscopic 
examination of the chest was negative, and X-ray 
examination of the cervical spine in a search for 
Laboratory 
The search 


cervical ribs was also negative. 
examinations were all negative. 
therefore for a focus of infection which might 
he acting as the original cause of the brachial 
plexus neuritis had pointed the finger of suspi- 
cion at two sites, the chronic endocervicitis 
which could be seen and the chronic cholecystitis 
which was discernable through the clinical his- 
tory only. We advised cautery of the cervix and 
cholecystectomy, to which advice the patient 
acceded. 

At the operation the gall bladder was found 
to be white, the walls somewhat thickened and 
containing deposits of fat, and the omentum 
loosely adherent to it. It was removed, and the 
appendix, which was obliterated, was removed, 
and the cervix was cauterized by the Hunner 
method. The gall bladder when opened proved 
to be one of the typical strawberry type without 
stones. 

The patient was completely relieved from her 
digestive symptoms in three months, and of her 
neuritis in six months, and has had no return 
of either. 

This case represents a type where careful his- 
tory-taking and the maintenance of a perfectly 
open mind by the examiner is absolutely essential 
in the process of taking a physio-pathological 
inventory of the patient’s physiological symp- 
toms. Her presenting symptoms of neuritis 
were so pronounced in her own mind that it was 
difficult to elicit a clear history of her subsidiary 
troubles, which were in reality the principal lead 
in discovering the cause of her major disability. 

Thoughts of this case could easily lead us off 
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into the entertaining field of focal infections, but 
we will resist the temptation and say only that 
our experience leads us to consider the gall 
bladder as one of the distributing points of bac- 
teria with selective propensities, which must be 
considered in searching for such a site, and 
which should be sacrificed if diseased. In this 
particular case there was a second site of chronic 
infection in the cervix, so that we cannot say 
which focus was responsible for the neuritis, but 
the fact remains that when both were eliminated 
she recovered from both the neuritis and the 
digestive disturbances. 

The second case, also treated in conjunction 
with Dr. Stanley Erwin, gave as her chief com- 
plaint recurring attacks of severe migraine; the 
typical syndrome of headache getting progres- 
sively worse for a few hours, and then the ap- 
pearance of nausea and vomiting, first of the 
stomach contents and then of the bile-stained 
duodenal contents. 

She was a married woman of forty years of 
age, who had had no children and no miscar- 
riages. The migraine attacks had begun eight 
vears previously and had gotten progressively 
worse. She had had some slight digestive dis- 
turbances between attacks, chiefly gaseous eruc- 
tations and epigastric distress after full meals. 
The gastric symptoms were usually worse for a 
few days prior to the attacks of migraine. 
There was no history of colic nor inflammatory 
attacks. 

Physical examination was entirely negative 
except for tenderness to deep-hooked finger pres- 
sure under the right costal margin. Laboratory 
examinations showed as the only abnormal find- 
ings a subacidity of the gastric contents and a 
pure culture of colon bacilli from duodenal 
drainage (the latter finding having no import in 
my opinion). X-ray study showed a slight de- 
formity of the first portion of the duodenum. 
which was found to be rather fixed in a high 
position under the liver, as the only abnormal 
finding. 

You see then that the finger of suspicion 
pointed in a rather equivocal manner to the gall 
bladder as the offending organ. In view of 
some past experiences with relief of the migraine 
syndrome following cholecystectomy, and of the 
scattered evidence of chronic infection in this 
organ, we placed the facts squarely before her. 
and she decided to take the chances of relief 
which operation offered her. 

At operation the duodenum was found to be 





attached to the gall bladder by a few loose filmy 
adhesions. The gall bladder was thin-walled, 
blue, and apparently a normal organ as far as 
we could tell grossly. There were a few white 
spider-like streaks on the superior surface of 
the liver, adjacent to the fundus of the gall blad- 
der, indicating an old lymphangitis, and the 
glands along the ducts were slightly enlarged. 
The pancreas was normal. The gall bladder, 
after removal, was opened and contained three 
small polyps and no stones. The patient made 
a smooth recovery from the operation, and has 
been completely relieved of her migraine attacks 
since. 

A survey of the record of this case directs our 
thoughts into several interesting channels. In 
the phraseology of the legal fraternity, they con- 
sist, first, of the accumulation of sufficient evi- 
dence to warrant the grand jury in indicting the 
gall bladder; second, the trial, conviction and 
execution of the organ; and, third, a considera- 
tion of the relief afforded the human community 
in getting rid of an offending member. 

The evidence upon which an indictment was 
reached was the rather typical reflex gastric dis- 
turbances, the attacks of migraine headache, and 
the evidence of interference with the functions 
of the first portion of the duodenum from ad- 
hesions. 

The trial consisted of an exploratory incision 
which gave us a view of the gall bladder in its 
natural living environments and of its effects 
upon its neighbors. Here let me say that a con- 
sideration of the gall bladder alone showed what 
we would consider a normal organ, thin-walled, 
blue and collapsible. Not so its neighbors, how- 
ever, for here was the telltale evidence of misbe- 
havior. The duodenum was adherent to it, the 
glands along the ducts were enlarged, and there 
were the fine white lines of scar in the adjacent 
liver which told the story of an old-time criminal. 

The relief obtained by this patient and others 
whom we have had of this type is probably ex- 
plainable upon the basis of a rather recent ex- 
planation of certain migraine syndromes which 
have been found to be due to dilitation of the first 
portion of the duodenum, stagnation of the duo- 
denal contents, and a resulting duodenal intoxi- 
cation, analogous to that present in the first 
stages of high intestinal obstruction. Crile, in a 
talk given before the College of Surgeons in 
New Orleans in January, stated that at the 
Cleveland Clinic thev had succeeded in recogniz- 
ing this duodenal dilitation with the fleuroscope 
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in a good many cases, and had done thirty odd 
duodeno-jejunostomies as a relief measure, ob- 
taining relief from the migraine attacks in about 
9) per cent of the cases. This would offer a 
rather tenable explanation for the temporary 
relief obtained in some of these cases from med- 
ical drainage of the gall bladder by the duodenal 
tube, the drainage serving to empty the toxic 
duodenal contents rather than the gall bladder. 

The third case represents late gall bladder 
pathology, and presents a much more difficult 
problem in treatment than in diagnosis. 

The patient, a woman fifty vears of age, came 
in complaining of upper right abdominal pain 
and tenderness, jaundice, nausea, and inability 
to eat because of pain in the region of the gall 
bladder after meals. Her gall-bladder history 
dated back over a period of six years, two years 
of typical attacks of gall-stone colic, culminating 
in an attack of empyema with its attendant chills, 
fever, and rather extreme toxemia. She was 
operated upon during this attack by one of our 
local surgeons, who very properly did nothing 
more than remove some stones from the gall 
bladder and put in a drain. A biliary fistula 
resulted and drained for eighteen months, after 
which time it had intermittently opened and 
closed for a year, jaundice coming on when it 
closed, and disappearing when it opened. For 
eighteen months before I saw her the fistula had 
remained closed, but the intermittent jaundice 
had continued. She had been under treatment 
for three months by the so-called medical gall- 
bladder drainage when she came to me. 

Examination showed a big fat woman, weigh- 
ing 180 pounds. The skin was rather markedly 
jaundiced. The physical examination was nega- 
tive except for the abdomen. There was an 
upper right rectus scar, and rather marked ten- 
derness to pressure over the gall bladder. The 
liver dullness was enlarged to four finger breadths 
Pelvic and urological 
There were no 


below the costal margin. 
examinations were negative. 
abnormal laboratory findings except a high bile 
content of the urine. Coagulation time of the 
blood was three minutes. A diagnosis of ball- 
valve stone in the common duct was made and 
Operative relief advised. She was prepared for 
operation by being filled up with fluids and given 
calcium chloride. 

At the operation, which was done under com- 
bined novocain abdominal field-block and gas 
anesthesia, the gall bladder was found to be 
thick-walled and covered by the adherent omen- 


tum and duodenum. There was a fistulous 
opening between the gall bladder and the duode- 
num, in which was found two small impacted 
stones, one of which was pushed into the duode- 
num during the manipulations and vomited by 
the patient the next day. The gall bladder con- 
tained several more stones and normal bile. The 
cystic duct was slightly dilated, and the common 
duct dilated to the size of my thumb. The com- 
mon duct was opened and three loose-floating 
stones removed. Exploration of the duct with 
the little finger disclosed a fourth stone, tightly 
impacted in the ampula of Vater. Apparently it 
could neither be milked up the duct nor pushed 
into the duodenum, and I was about to do a 
transduodenal removal when [ succeeded in dis- 
lodging it with a stone forcep and removing it 
through the common duct incision. The gall 
bladder was removed, the duodenal fistula closed, 
and the common duct drained by a T-tube. A 
drain was placed in Morrison’s pouch and the 
wound closed. The patient had a few days of 
rather stormy convalescence accompanied by a 
good deal of vomiting, but made a satisfactory 
final recovery, the wound being healed in five 
weeks. She has been perfectly well since, with 
the exception of the fact that she has a ventral 
hernia, the protrusion being about the size of half 
an orange. 

There are several points worthy of thought 
and comment in this case: 

First—The diagnosis was plainly apparent as 
concerned the site and the probable nature of 
the pathology. 

Second—The indications for surgical treatment 
at the time of her first operation were clear-cut, 
and the surgical judgment of the man who did 
the first operation was proven by the fact that 
she was still living. It is true that the stones 
were very likely present in the common duct at 
the time of her first operation and were left 
there. Here, however, was a patient at the 
height of an attack of infection in the gall 
bladder, plus a liver whose function was acutely 
interfered with by the back pressure of a closed 
biliary system. The indications were to establish 
drainage of the infected contents of the gall 
bladder and decompression of the liver cells, and 
nothing more. More radical surgery at that 
time would have probably resulted disastrously 
for the patient. It takes a good surgeon to 
know when to quit. 

Third—The case illustrates the admirable re- 
sponse and ingenuity of nature’s forces of re- 
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pair, in coming to our rescue in time of need. 
The infected gall-bladder fundus was evidently 
adherent to the duodenum, so when the operative 
fistula kept closing up and reestablishing the 
closed biliary system, nature proceeded to do a 
defensive cholecyst-duodenostomy, thereby es- 
tablishing permanent gall-bladder drainage and 
short-circuiting the obstruction of the common 
duct. Had it not been for the stones in the gall 
bladder getting impacted in the fistula at re- 
curring intervals, she might have completely 
solved the problem and cheated us out of an 
operation. 

Fourth—Surgical treatment of the case at the 
time she came to us was plainly indicated by her 
failure to get either automatic relief, or relief 
from medical drainage, from her recurring at- 
tacks of pain, nausea, vomiting and jaundice. 
That our preoperative explanation of the cause 
of her attacks as being due to a ball-valve stone 
in the common duct was wrong may be excused 
upon the basis of the rarity of the condition 
found. That we were wrong, however, does not 
render the indications for surgical treatment any 
less sound. The patient at the time we saw her 
except for the jaundice, was in good condition 
for radical surgery, the second stage of the two- 
stage operation which had been begun four 
years previously. Of course we would prefer 
her having an intact abdominal musculature, but 
we do not feel particularly chagrined at having 
a postoperative ventral hernia in a case of this 
kind, when the patient is perfectly well in every 
other way. 

Fifth—I wish to comment upon one point in 
the technical details of this operation which has 
cropped up several times in our experience with 
gall-bladder surgery. It was impossible to rec- 
ognize the impacted stone in the ampula from 
palpation of the duct before it was opened, and 
no grating sensation was imparted to the olive- 
tipped probe or the scoop which were used to 
explore the lower end of the duct. It was only 
possible to recognize the obstruction in the duct 
as being due to stone, by feeling the stone with 
the tip of the little finger inserted in the opened 
duct. 


Summarizing our attitude toward chronic gall- 
bladder pathology, based upon a review of our 
records, I would say: 

First — The pathology of the gall bladder 
should not be considered alone but in conjunc- 
tion with and as a part of a more widespread 


process, involving usually the liver and ducts, 
sometimes the pancreas and duodenum, and oc- 
casionally more distant sites. 

Second—In arriving at a diagnosis we utilize 
all the tests at our command, but put most of our 
dependence in an accurate and carefully taken 
history. I would say 60 per cent of our evi- 
dence is obtained through the history, and the 
remaining 40 per cent from a combination of 
physical examination, X-ray and laboratory tests. 

Third—In deciding upon the feasibility of an 
operation, and estimating the patient’s reserve 
strength and ability to withstand an operation, 
we cannot overestimate the value of the services 
of a good internist, or of the patient’s physician, 
who has seen and knows about how much of a 
load she can carry. 

Fourth—In rendering the operation as safe as 
possible we utilize the judgment of the internist 
concerning the necessity for preoperative digi- 
talization of the heart, and make use of the prin- 
ciples of getting the patient's body-fluids up toa 
high level; and in the presence of jaundice low- 
ering the coagulation time of the blood by the 
administration of calcium chloride, as advised by 
the Mayo Clinic. 

Fifth—About the only cases in which we do 
not now remove the gall bladder at operation 
are those where we cannot find any evidence of 
pathology present and those cases where oc- 
clusion of the common duct, or the extreme con- 
dition of the patient, renders the operation too 
hazardous and makes a two-stage operation the 
policy of safety. 


DISCUSSION 
Dr. W.C. Payne, Pensacola: 

I merely want to emphasize that part of Dr. 
Simpson’s paper in which he calls attention to 
the necessity of using every means at our dis- 
posal in making a diagnosis of chronic gall- 
bladder disease. If every case could be studied 
as carefully and as impartially before and at 
operation as were the cases reported by Dr. 
Simpson, there would be fewer disappointments 
in gall-bladder surgery. 

Two of his cases were those that we might 
term borderline cases, in so far as_ the pathology 
was revealed at the time of operation, and his 
decision to remove the gall bladder was not ar- 
rived at until he had taken into consideration 
every angle possible in the history and examina- 
tion of these cases. That he chose wisely 1 
proved by the results. 
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I know of no condition that requires more de- 


tailed study and more sound judgment than in 
the decision as to whether the gall bladder is 
infected or not, in some cases. And it is probable 
that no operation that the surgeon does is fol- 
lowed by more spectacular results than the re- 
This 
fact, however, is likely to make us become over- 


moval of a badly diseased gall bladder. 


enthusiastic to remove the gall bladder—some- 
times unnecessarily. 

I think that a warning should be given against 
promiscuous and indiscriminate removal of gall 
bladders. 

In any procedure with as high mortality as 
accompanies the removal of gall bladders, one 
will certainly come to grief sooner or later unless 
he confines himself to those cases in which the 
indications are reasonably definite. 

Dr. Stanley Erwin, Jacksonville: 

Anyone doing routine diagnostic examinations 
will ke impressed with the number of times that 
his patients present the gall bladder as a suspi- 
cious area of infection. This happens so many 
times that I am beginning to think that perhaps 
I have developed a habit of making a diagnosis 
of gall-bladder disease. 

Two of the patients reported here by Dr. 
Simpson have been taken from a series of over 
fifty patients that have been under study; some 
of these have been operated with uniformly good 
The non-operative cases either refused 
or had complications. 

The second case of those reported by Dr. 
Simpson is different. Dr. Simpson does not give 
himself all the credit due because he made the 
extremely difficult diagnosis of gall-bladder dis- 
ease. She was referred to him with only a sus- 
picion. This woman had a total absence of a 
vagina, an infantile uterus with rudimentary 
ovaries. She had married, at an early age, not 
knowing her abnormality,and had had two recon- 
structive operations and an exploratory laparot- 
omy. Twelve vears ago she had had an operation 
for a retrocecal adherent abscessed appendix. 
Her ovarian secretion was of course not normal, 


results. 


she had everything to impress a psychoneurosis 
All the endo- 
crinology known has been applied to this woman; 


neurasthenia on her personality. 


as stated, migraine headache is her chief symp- 
tom. Dr. Simpson diagnosed gall-bladder dis- 
ease and removed the gall bladder. I saw this 
patient about three weeks ago, she is having no 
trouble. 


These victims of gall-bladder disease are seen 
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in middle-aged adults. Here is a combination 
of, first, teeth and tonsils; second, gall bladder 
and appendix, or an infected cervex or prostate. 
Most 


of these patients have secondary pathology. If 


You have to rule all of these things out. 


the surgeon operates before the secondary path- 
ology develops then his results are good, pro- 
If there is an old 
myocarditis with coronary disease, his patient 
does not get well. In the study of gall-bladder 
disease heart conditions occupy a prominent 
part. You will notice a great number of patients 
with the diagnosis of coronary disease accom- 
panied by gall-bladder infection; they go to- 
gether. 


vided his diagnosis is correct. 


Medical treatment of chronic gall-bladder dis- 
ease is useless because you cannot remove the 
cause of infection. All of the patients have been 
subjected to gall-bladder drainage. Sometimes 
they get results for one month, six weeks or two 
months, but eventually all go right back again. 

All operative cases of any kind with chronic 
infection should be digitalized, also should be 
studied for heart reserve. If this is done, I be- 
lieve mortality would be lessened. 

It grieves me very much for a surgeon to get 
a 100 per cent result on a patient whom I have 
been treating for ten years, but I will have to 
admit the facts in the case operated on by Dr. 
Simpson. 


Dr. John E. Boyd, Jacksonville: 


I will just talk a little bit about gall-bladder 
disease—about the patient that comes to you and 
says she is having “bilious attacks’. The out- 
standing statement in this paper is when Dr. 
Simpson says, “headache followed by nausea and 
vomiting.” This sequence of symptoms is the 
one that the general practitioner has got to pay 
more attention to. It is this type of patient that 
runs from one doctor to another, month in and 
month out, year in and year out and gets calomel. 
phosphate of soda or mineral oil—and every 
time they are purged they feel better. A majori- 
tv of these patients are gall-bladder cases. 

Now, there is just one other thing about these 
gall-bladder cases that has been stressed by Dr. 
Erwin’s discussion of the second case, i.e., six 
or seven vears prior to the gall-bladder operation 
she had a retrocecal appendix with abscess. 
Gentlemen, if you have an old chronic retro- 
cecal appendix, take a look at your gall bladder. 
Vice versa, if you have a chronic gall bladder, 
with adhesions, take a look at the appendix. I was 
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operating a case just the other day which had 
had a negative dye study. Clinically, I thought 
it was a diseased gall bladder, but the X-ray 
report said not. I turned the patient over to Dr. 
Erwin for examination and he found a mass in 
the hypochondrium. None of us could explain 
the nature of this mass. I told the patient none 
of us knew what it was and advised an explora- 
tory operation. I found the gall bladder prac- 
tically covered with adhesions ; adhesions to the 
duodenum and to the hepatic flexure of the colon ; 
I also found an old chronic retrocecal appendix. 
The gall bladder was removed and submitted to 
the pathologist, who made a report of chronic 
cholecystitis. It is too easy to trip up in these 
patients. This was another one of those cases 
of headache, nausea and vomiting that had been 
fussing around for six years. 

Another case came up lately that I thought 
had gall-bladder disease, but Dr. Cunningham 
and Dr. Shaw said no, it was a duodenal ulcer. 
I operated on him seven days ago and found the 
gall bladder practically covered with adhesions : 
there also was a duodenal ulcer; also a retro- 
cecal appendix, adherent to the posterior peri- 
toneum. I believe in that case the primary path- 
ology was the appendix ; the gall-bladder disease 
followed that and the ulcer was a still later 
sequel. There was also evidence of chronic pan- 
creatitis. 

Now, how much are you going to be able to 
do for them, at this stage? I don’t know. I 
believe, in all these cases the gall bladder should 
be taken out and the common duct should be 
drained in order to take care of the pancreatitis. 


CONCLUSION 


Dr. J. K. Simpson, Jacksonville: 

I purposely did not go into great detail on 
these case-histories because I did not have time. 

I agree with Dr. Boyd that the appendix is 
very frequently the original site of infection. It 
will cause not only gall-bladder disease, but 
sometimes duodenal ulcer from hematogenous 
infection due to bacteria derived from the ap- 
pendix region. 

I did not get a chance to discuss the paper on 
dye in gall-bladder work this morning, and I 
want, at this time, to acknowledge my indebted- 
ness to Drs. Cunningham and Shaw for helping 
me in my gall-bladder work with the administra- 


tion of dye. 
There is one positive value in dye administra- 
_tion that I do not think was brought out this 


morning. Like everyone who has done any ex- 
tensive amount of gall-bladder work, | have at 
times opened abdomens and had gall bladders in 
my hands and could not tell whether they were 
diseased or not—could not tell whether | ought 
to take them out or not. Some that I have left 
have been well, and some | took out and was 
sorry afterward that I did. It is absolutely im- 
possible at times to tell from the external surface 
of the gall bladder, or after splitting and looking 
at the internal surface, whether that gall bladder 
contains sufficient pathology to warrant its re- 
moval or not. This dye, as was stated by Dr. 
Graham, promises to give us an insight into ab- 
normal physiology of the gall bladder so that our 
cholecystectomies can be based upon the removal 
of an organ which has abnormal physiology even 
though we cannot see pathology in the organ. 
All of us hate to take out an organ unnecessarily, 
and if we have a patient who has clinical symp- 
toms of cholecystitis and we open the abdomen 
and see a perfectly normal gall bladder, we know 
it is either up to us to go ahead and take it out and 
take a chance that it is diseased, or acknowledge 
that we are wrong and close up. If dye can give 
us a physiological basis for the removal of these 
gall bladders, even if they look normal, and then 
later we can find out from microscopic study 
that this condition is really based on abnormal 
microscopic pathology, I think it has gone a long 
way toward helping us out in solving this diffi- 
culty. 





SURGICAL TREATMENT OF GOITRE* 
LeRoy A. Wytie, M.D., 
St. Petersburg. 


The present accepted methods of treatment of 
goitre are rest, radiotherapy or radium, and 
surgery. As the results of the first three of these 
are so inconstant and insufficient, surgical inter- 
vention is the method of choice. There is no 
doubt that physical and mental rest, the X-ray 
and certain of the universally employed medical 
measures are beneficial in some cases. The re- 
peated injection of hot sterile water (5-10 c.c.) 
into the thyroid alleviate the clinical signs and 
symptoms of hyperthyroidism. Many make the 
mistake of administering iodine indiscriminately, 
frequently exaggerating the symptoms even to 
the toxic, or so-called iodine Basedow. Yet by 





*Read before the 53rd Annual Meeting of the Florida 
Medical Association, ‘Gainesville, Fla., May, 1926. 
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the proper use of Lugol’s solution the need for 
ligation has fallen from 50 to 90 per cent in 
some clinics, with marked improvement in the 
patient’s nervous system and a fall in the pulse 
and metabolic rate. 

The results are most spectacular in the exoph- 
thalmic type. Too often we wait too long and 
experiment with too many forms of medication. 
In the meantime the disease progresses beyond 
our control, the organs become vitally damage’ 
and the outcome grows dubious. 

From the epoch-making work of C. H. Mayo, 
Crile, Halstead, and others, it is a recognize?! 
fact that thyro-toxic cases can be benefited and 
cured by surgery. A study of the statistics bears 
out their statements. 

Surgical treatment is the safest, surest, best 
and most satisfactory way of handling the dis- 
ease. By selecting a type of operation which 
exactly fits the type of case, we have done a 
great deal to decrease mortality in cases of 
goitre. 

Pathological study of goitre now gives us a 
sharply defined picture of four types, according 
to L. B. Wilson. These are: 

First—Toxic Exophthalmic. 

Second—Toxic Adenomata. 

Third—Non-toxic, or simple goitre of the col- 
loid type. 

Fourth—Malignancy. 

When once an operation has been decided 
upon, the judgment and experience of the sur- 
geon will be largely the determining factor for 
the safe outcome of the case. Then there comes 
next the mastery of the surgical technic, and 
third, the proper attention paid to the heart and 
nervous system of the patient, and the anesthesia 
used. No type of operative case requires more 
diligent study and personal touch than prospec- 
tive thyroidectomies, because such patients are 
extremely nervous, irritable and sensitive. 

Hospital accommodations should be made in 
advance, patients should remain in bed continu- 
ously and every effort made to keep them quiet 
and free from the usual excitement and disturb- 
ance of hospital routine. The most important 
factors are the examination of the heart and kid- 
heys, resorting to the functional test if needed. 
In severe heart complications such drugs as digi- 
talis m. xx q. 4h. for 20 doses, or quinidine and 
soda may be used, not necessarily to lessen the 
tachycardia but to better prepare the myocar- 
dium for the added strain that is to be put upon 


it by the operation. Sodii Bromidi, B.1.D., for 
rest. They do not, as a rule, tolerate morphine 
well. 

In severe toxic cases the patient should be de- 
ceived as to the time of operation by giving a 
hypo. of sterile water daily for several mornings, 
and if the case is very nervous, a few inhalations 
of gas anesthesia in bed before breakfast. The 
day of operation, 1/6 gr. heroin is given half an 
hour before moving to operating room. It is 
seldom necessary to administer anesthesia be- 
fore leaving the room. From the study of the 
clinical findings, during the pre-operative care. 
one may classify indications for the kind of oper- 
ation as follows: 

1. Bilateral resection with the wound open. 

2. Bilateral resection with the wound closed. 


No gentleness in operating, no advantage 
given by medical means can be neglected. The 
important thing is the graduated operative pro- 
cedure, in severe cases. 

Post-O perative Treatment: Place patient in 
Fowler’s position so that he can clear the throat 
of mucus more easily ; morphine gr. 1/6 q. 2 h., 
S.O.S., to keep perfectly quiet; water given by 
all routes, since the greater the fluid intake the 
sooner the recovery from the operation. A 
Murphy drip of 400 c.c. Sodii Bicarb. and gly- 
cose, 5 per cent solution; repeat in 4 hours, 
.O.S. Ice cap to heart continuously. For dis- 
comfort caused by the mucus in thé trachea, 
3enzoin. Occasional 


n 


steam inhalations of Tr. 
ice pack has to be resorted to for the control of 
rising temperature and delirium, remembering 
always that for every degree of temperature rise 
metabolism increases. 10 per cent, so that it is no 
wonder these cases lose control with the dis- 
turbance of the heat centres. This last is a 
radical measure. 

A uniform technic does not exist in goitre 
operations, but fundamental differences are no 
longer possible. Fifteen or twenty years ago 
thyroidectomy meant take the goitre out, close 
with or without drainage and trust to luck. To- 
day views are different. 

Refore operation we want to have constantly 
present in mind a few particular anatomical 
facts from which we will derive certain impor- 
tant technical procedures : 

(a) To leave the parathyroid and the inferior 
laryngeal nerve uninjured. 

(b) To leave enough thyroid tissue to protect 
the patient against hyperthyroidism. 








(c) To protect the patient against future re- 
lapse. 

(d) To obtain as fine and nearly invisible a 
scar as possible. 

To illustrate, let us take one case: 

Toxic adenomata, Bilateral Resection, with 
secondary closure. No. 1206, female, age 35. 
Housewife, married. Childhood — diseases: 
measles, mumps, chicken pox, whooping cough. 
No serious illness; no injuries. Tonsillectomy 
3 vears ago. Menses began at the age of 12, 
very irregular, profuse flow, 7 days’ duration ; no 
menorrhagia ; no pregnancies. 

Three years ago examined by physician be- 
cause of increasing nervousness and extreme 
shortness of breath. Last 6 months loss of 
weight 11 Ibs. She has headache most of the 
time and is very easily excited. Patient is so 
weak at times she is unable to work about the 
house. Sleeps poorly because of her heart palpi- 
tation. 

Physical examination: Well developed ; weight 
141 lbs. Pupils equal, react to light and accom- 
modation ; no prominence or increased tension. 
Throat negative ; tongue tremulous. No definite 
muscle tremor. Thyroid enlarged bilaterally, 
size of a small lemon, pulsating. Circumference 
of the neck 19 inches. Pulse, varying from 120- 
130. Heart sounds irregular and rapid; no 
murmurs. Blood pressure, 128. Urinalysis, 
negative. Coagulation time, 7 minutes; hemo- 
globin, 80 per cent. Basal metabolism, plus 46 
per cent. 


The first few days in the hospital she was un- 
able to sleep, very excitable, and cried most of 
the time. Bromides were given and ice bag to 
the heart. The time for operation was kept from 
the patient. Each day, for two days before, her 
neck was cleansed with 30 per cent alcohol and 
a dry dressing applied. The morning of opera- 
tion the neck was painted with 3 per cent iodine 
and protected with a dressing. She also received 
1/6 gr. heroin, one hour before operation. This 
method has proven very successful in lessening 
the nervousness, excitability and anxiety. 

After 5 days in the hospital, patient was taken 
to the operating room. Gas-oxygen was admin- 
istered, the skin infiltrated along the line of in- 
cision with a one-half of one per cent novocain 
solution, no adrenalin being added. Skin, facia 
and platysma were cut transversely; superficial 
bleeding controlled by retractors. Dissection 
was carried out longitudinally, between the ster- 
transversely, through the 


muscles; 


nohyoid 
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omohyoid muscles. The sternocleido mastoid 
muscle was retraced, the surgical capsule incised 
longitudinally, and the gland enucleated from 
without inward toward the trachea. This allows 
the operator to see the parathyroid and recurrent 
laryngeal nerve. The lower pole was liberated 
first, and the inferior and superior thyroid 
vessels iigated. In enucleating the gland 1/5 
was left, using the Crile thyroid clamps. The 
same procedure was repeated on the opposite 
side. A continuous suture, No. 1, iodinized cat- 
gut was applied to the stump. The wound was 
flushed with 30 per cent alcohol solution, which 
seals up tissue spaces against thyrotoxic juices, 
and packed with gauze, protecting the skin edges 
with rubber-dam. 

The patient’s condition remained excellent, 
her color good. 

Twenty-four hours later heroin was repeated, 
gas-oxygen given and the packing removed. The 
muscle edges were approximated (subcutaneous 
catgut suture or clips may be used) and a small 
rubber drain left for 24 hours; a glycerine and 
alcohol dressing was applied. The patient was up 
on the fourth day and home on the ninth day, 
with the wound healed. Metabolism test sixteen 
days after operation, 11.2 per cent. Marked im- 
provement in general symptoms. 

In conclusion, we may draw the deduction that 
proper diagnosis in a goitre case is essential, that 
every advantage of pre-operative procedure 
brings the best results. 

(1) The early mild forms of hyperthyroidism 
in a young individual should be treated medically. 

(2) The early typical cases are surgical. In 
this class of patients surgery can boast of almost 
100 per cent cures, and a low mortality. 

(3) In the well-advanced typical cases no time 
should be lost before an operation. 

(4) In severe cases of long standing, where 
the whole organism is completely disorganized 
and organic changes in heart, liver and kidneys 
have become marked, the time of surgical pro- 
cedure is often past. Radiotherapy in the exoph- 
thalmic type and injections of boiling water af- 


ford some relief. 


Cooperative work between the physician and 
the surgeon is absolutely essential to produce 
successful results in these cases. 

DISCUSSION 
Dr. John S. Helms, Tampa: 

The problem of the thyroid gland is quite 4 

serious one, at least we are beginning to realize 
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that the thyroid gland is probably diseased more 
frequently than we were accustomed to realize 
heretofore. We heard Dr. Bitzer’s paper this 
morning on basal metabolism, and we heard a 
great deal about hypothyroidism. I think, of 
course, that in all cases where the thyroid gland 
is diseased, or there is an enlargement with hy- 
perthyroidism, the case is probably a surgical 
one. I don’t believe that radiotherapy, either by 
radium or X-ray, is a valuable means of treat- 
ment in enlargement of the thyroid gland with 
hyperthyroidism unless there are such compli- 
cations that surgery cannot be applied to the 
case. On the contrary, I rather believe that 
treatment by radium or X-ray complicates the 
final operation that will have to be done in those 
cases that are suitable for operation. I believe 
that the operation should be proceeded with at 
once after the proper preparation of the patient. 
I believe that radiotherapy and X-ray therapy 
increase the complications and the surgical risk 
about 50 per cent, produce adhesions, as a rule, 
and complicate the operation otherwise. 

I don’t think that there is anything in the field 
of surgery in which we get more uniform and 
more perfect results than we do from the proper 
sort of surgery of the thyroid gland. The ques- 
tion of the proper preparation of the patient is a 
very important one and should be looked after 
very carefully. I don't think that the cases 
with very high metabolism rate should be at- 
tacked surgically without a great deal of study 
and a great deal of preparation. We have lately 
been using Lugol's solution to correct the basal 
metabolism rate, and [ think that answers every 
purpose, instead of the preliminary operations 
that we did before, in so far as getting the patient 
ready for the final thyroidectomy. The type of 
lesion, of course, determines to a large degree 
the technique of the operation and determines 
also to a large degree the risk of the operation, 
also, largely, the final result of the case. 

Thyroid operation in itself, in so far as tech- 
nique is concerned, is really a very simple affair, 
and, of course, the few essential anatomical parts 
should be well known to the surgeon and prop- 
erly preserved. The results, as I have said, are 
exceedingly good, and I think that this is work 
that should be taken up by a greater number of 
men, and the subject is an important one. I en- 


joved very much hearing Dr. Wylie’s paper. 
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Dr. J. S. McEwan, Orlando: 


This subject has been very well covered by the 
two preceding talks, and there is only one point 
that I wish to bring out. 

The essayist spoke of giving Lugol solution. 
Many internists give Lugol solution and they 
give it too long. 
medicine in preparing your exophthalmic goitre 
cases for operation, but after it is given up to a 
certain point, then it should be stopped and you 
should have your operation. But many cases 
today are coming to the surgeon being over- 
treated with Lugol solution, and then the choice 
time of operation is past. 

This is the thing I wish to leave with you: 
Do not over-treat your patient with Lugol's solu- 
tion. 


Lugol solution is the proper 


CONCLUSION 
Dr. LeRoy Wylie, St. Petersburg: 


From a purely selfish standpoint, I hoped that 
there would be greater discussion. To my mind, 
an ordinary surgeon, unless he has had special 
study on thyroidectomies and the operative work 
for hyperthyroidism, should leave the neck alone. 
He would not attempt to do nose and throat 
surgery without special study. 

Our friends across the “Big Pond” have just 
put out some very interesting work on the etiol- 
ogy of the hyperthyroidisms. I was trying to 
recall the professor’s name who has done some 
epoch-making work in discovering what we call 
the viable virus. If his findings are true, gentle- 
men, you and I are going to look upon hyper- 
thyroidism in an entirely new light. Our methods 
will be completely revolutionized. 

The general practitioner. as a rule, sees these 
mild and moderately severe hyperthyroidism 
cases, and it is true that they do use Lugol solu- 
tion indiscriminately. However, it is an excel- 
lent thing while you are studying your case to 
give Lugol. The patients themselves will very 
quickly tell you that the iodine is not needed. | 
cannot lay too much stress on the early study 
and preparation of these cases. 

In handling these thyroids, the technique, to 
my mind, should be carried out as I said this 
morning, and is most essential, i.e., the manipu- 
lation of the gland itself, the putting of your 
hand into the wound, and in bringing out this 
subject I tried to lay emphasis on the technique 
so that we general surgeons could go ahead and 
combine thyroidectomies with our general work. 
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CHRONIC ENDOCERVICITIS* 


Ben Manuorf, M.D., 
Jacksonville. 


Among the lesions met with in gynecology 
that are exceedingly commen, therefore usually 
neglected, are the chronic infections of the cervix 
uteri. With the exception of infections due to 
gonococcus, and possibly those resulting from 
attempted abortion, it is probable that they de- 
velop insidiously without an apparently acute 
stage. 

The cervix is one of the most insensitive parts 
of the body, and diseases of that organ, inflam- 
matory or otherwise, give little or no pain. The 
discharge resulting from the first infection may 
be overlooked by the patient. However, as the 
lymphatics which drain the cervix are continu- 
ous with those of the uterus and parametrium, 
the cervix is, and rightly so, called the uterine 
tonsil, and unless its lesions are given attention, 
chronic metritis, subinvolution, pelvic cellulitis 
and other painful and permanent pelvic lesions 
may follow. 

Chronic endocervicitis is the source of most 
leucorrheal discharge which is a cause of distress 
to so many women. Directly or indirectly, it is 
responsible for nmch of the sterility in women, 
and it is believed that it increases the possibility 
for cervical cancer. 

Many women complain of dyspareunia, back- 
ache, pelvic pain or soreness in the lower quad- 
rant of the abdomen with no history of definite 
attacks of salpingitis and with some tenderness 
of the adnexa, but no palpable enlargement or 
fixation. A careful pelvic examination, which 
must include inspection of the cervix and there- 
fore a speculum examination is essential, fre- 
quently reveals an enlarged chronically con- 
gested cervix with a discharge distinctly muco- 
purulent in character, or it may be honeycombed 
with small cysts. There may be an area of the 
cervix that is red and angry looking with ever- 
sion and prominence of the mucosa, the so-called 
erosions, with little or no leucorrhea. Usually 
the lacerations, erosions and endocervicitis are 
closely allied and their treatment to a large ex- 
tent is the same. 

Some women have an annoying, persistent 
and irritating leucorrheal discharge after re- 
moval of the fallopian tubes, uterus or both if the 





*Read befere the June Staff Meeting of the Duval 
County Hospital. 
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cervix has been left behind. The influence ot 
this constant discharge often has a disastrous 
effect on the patient's nervous system, especially 
if she has been told that the original cause was 
a gonorrheal infection. Where it is necessary 
to remove fallopian tubes, attention must be paid 
to the cervix, as it is the original source of tubal 
infection. 

The majority of physicians disregard chronic 
endocervicitis entirely or are still treating the 
condition by packs, topical applications or douches 
and obtaining little or no results. Douches have 
no curative effect on the disease as they do not 
reach the seat of infection. They merely cleanse 
the vagina of the accumulated secretion and pre- 
vent, to some extent, the irritation which results 
from the contact of the discharge with the exter- 
nal genitals. 

The recognition that a chronic endocervicitis 
is a menace to the health of women and not a 
so-called simple, minor and only annoying ail- 
ment has led to renewed efforts to devise an ef- 
ficient cure, and its successful treatment cannot 
be too greatly stressed. 

The type of treatment must be varied accord- 
ing to the extent of the lesion, age of the patient, 
the nature of the infection and the associated 
pathology; nevertheless, it must always be re- 
membered that types of treatment which are most 
effective in eliminating a chronic endocervicitis 
may result in serious complications if used dur- 
ing the acute stage, due to a rapid upward ex- 
tension of the infection resulting in an acute 
pelvic involvement. 

In most cases, the hyperplastic, chronically in- 
fected glandular tissue must be either removed 
surgically or destroyed through the use of a 
cautery. Other methods have been used but have 
certain disadvantages. Diathermy mentioned 
by Corbus is very effective in killing gonococcus 
but cannot be used in other infections, and will 
not heal over an erosion of the cervix. In the 
hands of Curtis, who has done pioneer, accurate 
and thoroughly scientific work in the study of 
the etiology of chronic leucorrhea, radium has 
given excellent results. It is not practical, how- 
ever, for all-who treat these lesions,.on account 
of its expense and the dangers of its use in in- 
experienced hands. Its action cannot be limited 
to the destruction of cervical glands, and there 
is scar formation in the muscular tissue which 
tends to contract and cause a stenosis. 

Surgery has a definite place in the treatment 


of the cervix. Sturmdorf, in perfecting the 
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conical excision of cervical glands, made a real 
contribution to the surgery of the cervix. It is 
claimed that this operation should be avoided 
during child-bearing period, as it predisposes 
to aborption and dystocia; in my experience, if 
the operation is properly done, this has not 
happened, as I have had a number of women 
who have had a normal delivery following this 
operation. In a few cases the leucorrheal dis- 
charge, to a lesser extent, still persists, and in 
cases where the cervix is fixed by parametrical 
involvement the procedure is difficult and time- 
consuming. I am doing this operation less fre- 
quently because I have considered other possible 
means of restoring the cervix to healthy condi- 
tion. 

It is believed that cauterization is the ideal 
method in most cases, as it is a simple, effective 
procedure. The cautery destroys the infected, 
hyperplastic cervical glands, which is not re- 
placed by scar, as proven by experimental work, 
but by squamous epithelium from below. 


Immediately after the cautery is removed, a 
white area of necrotic tissue is seen. An exudate 
is thrown out and in a few days there is necrotic 
plug in the center. This remains in place about 
ten days, and at this time squamous epithelium 
is seen growing toward the canal. At the end 
of a month the entire eroded surface is covered. 
The co-version of a large erosion with a profuse 
mucopurulent discharge into a normal-looking 
cervix resembling the nulliparous cervix, with no 
discharge, is really remarkable. With the excep- 
tion of cases that are reinfected from their hus- 
bands, persistent leucorrhea means an incom- 
plete cauterization. 

Various types of cauteries have been used, 
such as Downes electro-cautery knife, Pacquelin, 
nasal, Post, etc., and providing that the delicate 
vaginal mucosa is protected from burning they 
are all of value, as they all destroy infected 
glands. 

This procedure has been done under a general 
or caudal anzesthesia or without any anzsthetic 
as an office treatment. With caudal injections 
and, of course, without any anesthetic, the pa- 
tients complain of a very marked pain due to a 
severe cramp in abdomen caused by spastic con- 
traction of the uterus whenever the heated cau- 
tery is in place. As a rule it is advisable to ad- 
minister a general anesthetic, allowing the pa- 
tient to leave the hospital as soon as she recovers 
from the anzesthetic, usually the same day. 
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The aftertreatment of cauterization consists 
in instructing the patient to wear a pad, as she 
is warned that there is an increase of vaginal 
discharge during the sloughing stage, which is 
usually from ten days to two weeks. 

Complication after cauterization may be hem- 
orrhage, although I have never seen a case of 
it, or there is a possibility of stenosis, not from 
scar contraction but from growing together of 
two granulating surfaces, chiefly at the external 
os. Recently I have seen a case of complete oc- 
clusion of the cervical canal causing a damming 
back of menstrual flow by a veil-like membrane, 
extending from anterior to posterior surface of 
external os following cauterization. Probably 
on account of this complication it has frequently 
been mentioned that it is best to first dilate the 
cervix before cauterization. 


CONCLUSION 


A careful pelvic examination must include in- 
spection of the cervix. 

Chronic endocervicitis is not a simple, minor, 
annoying condition, but assumes major impor- 
tance. 

Chronic endocervicitis is often the direct or 
indirect cause of sterility. 

Chronic endocervicitis is curable only by eradi- 
cation or destruction of hyperplastic infected 
glands of the cervix. 

Where it is necessary to remove infected fal- 
lopian tubes, cauterization of the cervix is indi- 
cated. 

The cure of chronic endocervicitis is thought 
to be a potent prophylactic measure in the elimi- 
nation of cancer of the cervix. 
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A PROPOSED IMPROVEMENT IN THE 
SEROLOGICAL DIAGNOSIS OF 
SY PHILIS* 


W. W. Kirk, A.M., M.D., 
Jacksonville. 


I feel that there is no one here who does not 
each day in his practice have the question as to 
whether a given patient he has seen has or has 
not syphilis in the background, or as the funda- 
mental element of importance in the clinical 
study of the case. Because of its protean distri- 
bution, because of its multi-form pathology, and 
because of the tenacity of its hold upon a patient, 
this disease, syphilis, is every man’s problem. 

The routine Wassermann test, I really believe, 
has come to be nearly as commonly done as a 
routine urinalysis. In view of the fact that forty 
per cent of hospital population may be suspected 
of syphilis in some form or degree, and that fif- 
teen per cent of the general street population is in 
a similar condition, this policy of routining a blood 
Wassermann upon at least the greater number 
of patients with illness of any consequence in a 
physician's clientele, is entirely commendable ; 
we can only wish that the treatment of detected 
cases could be as adequately cared for. 

I will not attempt to interest vou in any of the 
technical detail in the performance of any blood 
or spinal fluid test for syphilis. There will be 
demonstrations at the close of the talk, but details 
only essential to a more satisfactory understand- 
ing of the rather knotty problem of serologica! 
diagnosis shall be retained. 

Nothing particularly new will be proposed: 
only a more rational utilization of reliable diag- 
nostic aid at our disposal is intended. 

Wassermann, a German physician, on May 
10th, 1906, reported his test upon bloods for the 
detection of syphilis, only antidating a French 
investigator in similar work by two weeks. 
Briefly, the principal upon which the Wasser- 
mann and all other serological diagnostic pro- 
cedures for the diagnosis of syphilis is based, is 
the detection of the presence or absence of cer- 
tain specific substances in the specimen under 
examination, technically known as antibodies, and 
the study of their activities as injurious agents 
upon a substance present in all bloods, technical- 
ly known as the complement. This substance, 
complement, is present in all animal blood in 


more or less constant amounts. In certain dis- 





*Read before Staff Meeting, St. Luke’s Hospital, Jack- 
sonville. 


eases, notably syphilis, there is a reduction of 
complement in proportion to the harmful effect 
of the antibodies acting upon it. Here the path- 
ological theory of an individual's reaction to a 
harmful agent comes into consideration, and 
gives the pathological conception of the cause 
of this disease. The Wassermann is a test for 
the estimation of the degree of the harmful ef- 
fect of antibodies produced in syphilitic infection 
upon the complement before mentioned, this es- 
timation, in technical language, being termed the 
binding or fixation of the complement. The 
early primative Wassermann test was complex 
in the extreme and gave little more than one- 
third positive tests; the very complexity and 
lack of standardization of technic giving the high 
degree of error. 

A test potentially so valuable, and at the same 
time limited in usefulness by a cumbersome 
technic, has invited a world-wide and persistent 
search into methods for simplifying it, and at the 
same time increasing its reliable sensitivity. 
There are probably more modifications of the 
Wassermann technic than any other single lab- 
oratory procedure, and the very multiplicity of 
methods has brought in much confusion. Fora 
number of years each laboratory would probably 
have its own method, no one, the patient the least, 
profiting thereby. In recent vears there has been 
a definite and widespread effort directed toward 
the general acceptance of what might be called 
a standard Wassermann technic. I feel that Dr. 
Kolmer, of Philadelphia, has distinctly taken the 
lead in his commendable effort in producing 
what seems to be a technic most generally ap- 
plicable to all blood and spinal fluids examined 
for syphilitic evidence. The technic adopted as 
standard in my laboratory service is what is 
known as Kolmer’s quantitative Wassermann. 
It is improbable that any material change or sim- 
plification of this test is to be expected any time 
soon. 

Granted that we have acquired a definite and 
reliable test for the detection of syphilis in this 
method of Kolmer’s, it must be emphasized here 
that it is not intended that the test be undertaken 
by anyone other than an experienced technical 
serologist. There can be nothing more disturb- 
ing and disconcerting to physician and surgeon 
alike than the feeling that he has in hand an 
unsatisfactory Wassermann report. There has 
been since the World War a painstaking effort 
to get around the inherent difficulties of Wasser- 
mann work with simpler methods of diagnosis. 
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The most promising field of investigation has 
been found in the study of specific precipitation 
reactions developed in blood and spinal fluids 
during the course of syphilitic disease in the 
patient. The drawback in the general to the 
adoption of such precipitation studies, either as 
an additional diagnostic aid or to the exclusion 
of the Wassermann test entirely, has been until 
either a difficult 
technic or what is still more important, a wide 
discrepancy in reports from precipitation tests, 
and carefully run and checked Wassermann 
tests upon definitely proven clinical and thera- 
peutic syphilitic or nonsyphilitic cases. The now 
little known or heard of Meinieke and Sachs- 
Georgi reactions were the main examples of 
these early precipitation tests. 

In 1907, however, Kahn, Immunologist, State 
Board of Health of Michigan, brought out an 
accurately controlled and thoroughly standard- 
ized precipitation reaction for syphilis, depend- 
ent upon the action of antibodies formed in 
syphilis upon colloid lipoidal extracts (either 
alcoholic or cholesterin-fortified) of beef hearts, 


recently cumbersome and 


the value of which has been proven by many 
different observers in thousands of examinations. 
No test can be accepted as satisfactory without 
extensive and searching trial. It seems that the 
recent adoption of the Kahn test for syphilis by 
the U. S. Navy, even to the oftiona/ exclusion of 
the Wassermann, is the strongest endorsement 
this test has had. 
cepted as a standard routine procedure in such 
State Board of Health Laborator‘es as those of 
Kansas and Michigan, Washington University 


It has in addition been ac- 


and other laboratories of good reputation. Be- 
fore giving a summary of the Koller and Kahn 
test, with a demonstration, it would be well to 
review the limitation and advantage present. 
For both tests to be evaluated properly, of course, 
clinical history, signs and symptoms must be 
considered first and laboratory finding second- 
arily. There is no infallible serum or precipita- 
tion test known. 
ports above ninety per cent positives by his test 


Kolmer in his own series re- 


in primary syphilis—first four to six weeks: 
however, many good laboratories fail to detect 
over fifty per cent strong positives. Twenty per 
cent of tertiary cases escape, percentage here 
being decreased by a properly conducted pro- 
vocative Wassermann test, while secondaries 
should run nearly one hundred per cent, if no 
treatment has been had, or if four weeks has 
passed since discontinuances of .a short course 


of treatment. Imperfect treatment will abolish 
the Wassermann. 
Wassermann may occasionally fail in the blood 
serum and be positive in the spinal fluid and vice 
versa. Kolmer gives the only other known con- 
ditions other than syphilis giving positive Was- 
sermann as African Sleeping Sickness, and Yaws, 
these being excluded from consideration by their 
rarity in our country. 

The above general information is more or less 
Of more practical impor- 


In cerebrospinal lues the 


common knowledge. 
tance in daily work are the following facts: a 
dirty tube will in all probability give a so-called 
anticomplementary reaction. The anticomple- 
mentary reaction is a poorly understood phenom- 
enon at the best and I only mention it here to 
state that it is practically exclusively due to 
bacterial contamination of the specimen either 
by bacterial infection of the patient’s specimen in 
life or in vitro. The only remedy is to throw 
out the blood and to run a new test. If the tube 
has been soiled with an acid substance there is a 
great possibility of getting a negative Wasser- 
mann report, even though the patient is a known 
syphilitic. If the tube is soiled by alkali (even 
a tube improperly washed with soap and water) 
it may contain sufficient alkali to render a posi- 
tive reaction, even though the patient is known 
to be non-syphilitic. The ingestion of a meal 
composed largely of fattv foods shortly before 
the blood is drawn for the test will in most in- 
stances simulate a positive reaction. The follow- 
ing drugs have been accused of causing a positive 
Wassermann test, to-wit: chloroform, ether, 
amyl nitrate, morphine, codeine, strychnine and 
cocaine, but have been found by recent investiga- 
tion to have no effect upon the Wassermann 
properly conducted. A blood drawn after an 
alcoholic debauche will invariably simulate a 
negative reaction in a known syphilitic specimen. 
Occasionally hyperpyrexic states give an unsatis- 
factory Wassermann test. It is not hoped or 
proposed that the Kahn test eliminates all these 
perplexing difficulties. However, it has been 
shown that the Kahn test is of distinctively more 
value than the well-conducted Wassermann in 
the following circumstances: It is more sensi- 
tive in partially treated cases, it is less subject 
to anticomplementary disturbances, it is re- 
liable in high febrile states, it is slightly more 
sensitive in congenital syphilis and considerably 
more sensitive in latent types of disease. In 
addition, its obvious advantages are relative sim- 
plicity of procedure, rapidity of reading, reduc- 
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tion of error through elimination of the hemo- 
lytic system required for any Wassermann, and 
finally its elimination of all but two reagents and 
the patient’s serum as contrasted to the five 
reagents and the patient’s serum required in 
Wassermann work. A recent series of thirty-five 
thousand Kahns done in the Michigan labora- 
tories after careful recheck gives a disagreement 
with the carefully run Wassermann only once in 
four thousand times. 

In connection with this review of the Kahn 
and Kolmer tests there has been run this week 
a simultaneous Kahn and Kolmer test upon each 
service case in this hospital and upon the cases 
now in the County Hospital wards—excluding 
most of the children patients and all recently 
operated and obviously critically ill and weak- 
ened cases. It is not the purpose of this paper 
to go into the analysis of this group of reactions 
in these cases, the series of approximately one 
hundred cases being too small for such a pur- 
pose. With the accumulation of an extensive 
series of this type of comparative tests, such a 
report may be of value at a later date. 

The proposed improvement, then, is the advo- 
cation of running a simultaneous Kolmer and 
Kahn test upon all bloods and spinal fluids pre- 
sented for laboratory diagnosis of syphilis. This 
proposal is not impracticable due to the fact that 
as little as 5 c.c. of specimen can give both tests. 
The tests can be run simultaneously, and reports 
made the same day, the one test forming a good 
check upon the other. 

I take this opportunity to express appreciation 
to the Hospital Staff and to the Board of the 
Duval County Hospital for the opportunity of 
carrying on this work, and acknowledge the 
assistance of my laboratorian, Miss D. P. Allen, 
and associate, Mr. E. W. Moore, for a large part 
of technical preparation of this paper. 

The demonstration of Kolmer and Kahn tests, 
varying from negative through strongly positive 
reactions, will now be made. 





PLICECTOMY 


C. J. Hernserc, M.D., 
Pensacola. 


To the casual observer, it would seem that the 
removal of the plica or the alternative of leaving 
it in situ, is a rather uninteresting and unimpor- 
tant entity. But studies along this line will reveal 
that the subject is neither uninteresting nor un- 


important, for it involves many details, even to 
criticism for the ability of the 
operator. A thousand operations make, or 
should make, the operator a thousand times more 
careful as to his end results. 


derogatory 


The chief reason that the attention of laryn- 
gologists has been turned to the plica is the fact 
that many patients have had sore throat after a 
complete removal of the tonsils, which, on exam- 
ination, proved to be an infection of lymphoid 
tissue at the base of the tonsillar fossa, which 
tissue was greatly hypertrophied. Lucky is the 
man who has his patients return to him for th’s 
condition and not to another laryngologist, who, 
perhaps innocently enough, invariably informs 
the patient that there is a piece of the tonsil left, 
for which the physician who operated is blamed 
and even criticised, when he is innocent of any 
of the charges. The ancients knew of the re- 
moval of “Tonsillar Stumps,” for Borelli, an 
Italian surgeon of Sardinia, describing the finger 
method of tonsil dissection, said: ““A small piece 
which does not afford sufficient purchase to the 
finger, in order to be torn away, is generally left 
at the inferior part.”” Undoubtedly this was the 
plica. 

EMBRYOLOGICAL ANATOMY. 


In the embryo at eight months the form of the 
tonsil is fairly constant. At this time the tonsil 
does not project beyond the surface and is cov- 
ered anteriorly by fold called the Plica Trian- 
gularis, or Operculum. This fold divides a little 
above its middle into two distinct branches, one 
running anteriorly to the tongue called the plica 
pretonsillaris, and another running posteriorly 
passing around the base of the tonsil analage 
called the plica infratonsillaris. The plica trian- 
gularis may remain rudimentary or develop so 
as to cover, to a greater or less extent, the an- 
terior portion of the tonsil. An important pecu- 
liarity of the plica triangularis is that in the fully 
developed tonsil it is attached firmly to the ton- 
sillar mass only close to its edge, and can readily 
be separated from the capsule which covers the 
front of the tonsil. 

The anatomy of the plica as seen in the fully 
developed tonsil is as follows: It is a thin trian- 
gular fold of mucous membrane which passes 
backwards from the posterior surface of the 
glosso-palatine arch. Its base corresponds te 
the glosso-palatine arch, its superior border 1s 
free and passes downwards and backwards, fre- 


quently overlapping the tonsil. Its lower border 








is att 
medi 
In sc 
surfa 
in sor 
of the 
To 
move 
dure | 
have 
up th 
force} 
vious! 
tractic 
As 
plicec' 
it wa: 
appea’ 
day. 
variab 
tissue. 
of the 
tissue 
Of 
moval 
neglec 
its ren 
deal, ; 
plicect 
throat. 
of the 
ever m 
probat 
were | 
muscu 
selves. 
but ra: 
above. 
fossa. 
The 
the sul 
various 
sus of | 
plica. 


NC 


A re 
in the 4 
This 
ent nan 
eruptiv 








en to 
the 
. OF 
more 


iryn- 
» fact 
ter a 
xam- 
yhoid 
yhich 
s the 
 th’s 
who, 
orms 
left, 
med 
any 
> re- 
. an 
nger 
riece 
» the 
left 
; the 


the 
sil 
COV- 
ian- 
ittle 
one 
dlica 
orly 
lage 
jan- 
» SO 
an- 
cu- 
lly 
on- 
dily 
the 


ally 
an- 
ses 
the 

to 








js attached to the side of the tongue. It covers, 

medially, the inferior part of the tonsillar fossa. 

In some cases the plica is fused with the free 

surface of the tonsil and the lymph tissue may, 

in some cases, be developed on the medial surface 
of that plica. 

Tonsillectomy does not, by any method, re- 
move the plica. Plicectomy is a separate proce- 
dure and a fairly simple one. After the tonsils 
have been well enucleated, it is very easy to pick 
up the plica and its lymphoid tissue in an Allis 
forceps, or other suitable grasping forceps, pre- 
viously passed through a snare, and with slight 
traction pull out the plica and snare it off. 

A series of cases was done in which unilateral 
plicectomy was performed, and, in the majority, 
it was astounding to see the difference in the 
appearance of the two fosse on the following 
day. In the one where the plica was left it in- 
variably appeared to contain a remnant of tonsil 
tissue. This of course was due to hypertrophy 
of the lymphoid tissue of the plica, and it is this 
tissue which is the cause of any future trouble. 

Of course there are contraindications to re- 
moval of the plica, but not enough to warrant the 
neglect of the subject. The chief objection to 
its removal is in those who use the voice a great 
deal, such as singers and public speakers, for 
plicectomy does cause some relaxation of the 
throat, as it releases the insertion of a few fibres 
of the constrictor muscles of the pharynx. How- 
ever most of the cases of injury to the voice have 
probably been due to the tonsil stumps which 
were left, and which hindered the mobility of 
muscular action, or to injury of the pillars them- 
selves. There is also slight bleeding sometimes, 
but rarely is it more than that from the fossa 
above. Its control is the same as in the tonsil 
fossa. 

The author has had occasion to converse on 
the subject of plicectomy with laryngologists in 
various sections of this country, and the concen- 
sus of opinion is favorable to the removal of the 
plica. 





NOTES ON ROSEOLA INFANTUM 


NATHANIEL L. SpENGLER, M.D., 
Tampa. 
A report of ten cases occurring in my practice 
in the past two years: 
This disease is described under several differ- 
ent names, Exanthem Subitum, The Critical Pre- 
eruptive Fever and Roseola Infantum. 
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The name Roseola Infantum was suggested by 
Zahorsky, who was the first man to describe it 
as a separate disease entity. Since that time 
Zahorsky has writeen two papers and reported 
many cases. His first paper was published in 
1910. Since that time case reports have come 
from all sections of America and abroad, show- 
ing the disease to be one of broad distribution. 

Until Zahorsky outlined the symptoms and 
later Veeder and Hempleman demonstrated the 
typical blood picture of Lymphocitosis and 
Lukopenia, this disease was buried in a mass of 
dermatological literature, where it did not be- 
long. 

Etiology—Unknown, non-communicable. 

Seasonal Incidence—Occurs during all sea- 
sons. 

A ge—Six months to three years. 

Incubation Period—Unknown. 

Symptoms—The onset is abrupt. and the 
symptoms are ushered in by a temperature rang- 
ing from 100 to 105 F., lasting from three to 
five days. During this time the patient does not 
seem to be very ill. Some may have convulsions 
due to the high temperature. About the fourth 
day the palpebral and orbital conjunctive are 
injected, throat shows varying degrees of red- 
ness. Ears are negative. About this time a 
roseola-like rash appears on the trunk and its 
intensity diminishes toward the distal end of 

extremities. At the time of appearance of rash, 
temperature drops to normal and convalescence 
is normal. Glandular enlargement has not been 
noted in my cases, though some authors have 
reported this finding. The rash rapidly disap- 
pears and does not leave any pigmentation. 

Laboratory Findings — Lymphocytosis and 
Lukopenia. Leukocytes run as low as 4,000, 
while in younger children under one year it 
would be twice this many or about 8,000 per ¢.m. 

Prognosis—No complications were observed, 
recovery was rapid and complete. 


This disease must be differentiated from scar- 
let fever, measles, rubella, variola and influenza. 
Little trouble will be experienced after the rash 
appears, it is during the febrile stage that the 
greatest difficulty will be encountered. 


I have reported these cases not because it is 
a new disease but because there is very little 
literature on the subject, and our text-books have 
not as yet generally classified this disease among 
the exanthemata of children. 
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REPORT OF THREE CASES OF META- 
STATIC CARCINOMA IN BONY 
STRUCTURES* 


G. Raap, M. D., 
Miami. 


In a search of the literature over a period of the past 
five years, we find relatively few references to the oc- 
currence of carcinomatos:s. During the previous five 
years this subject was frequently written up, but it ap- 
pears to have become a routine procedure in most of the 
larger centers to make roentgen examinations of all 
cases of carcinoma, and the frequency of its occurrence 
ts no longer mathematically studied. In fact I was un- 
able to ascertain in any of the articles written during the 
past few years, just what the percentage of occurrence is. 

The diagnosis of carcinomatous metastases is made 
easier when there has been a primary malignancy to 
lead us in the diagnosis, but there are occasional cases in 
which the primary focus is rather obscure and in which 
a pathologic fracture or other bone pathology is the first 
clue. One of the cases I wish to present was of this type. 

Carcinoma of the bone is practically always of meta- 
static origin, and as such is carried to the individual 
bones by way of the nutrient canals, and consequently is 
first seen at the middle of the bone or at the point of 
entry of the blood vessels. One of these cases also illus- 
trates this point. It occurs in two types, most frequently 
osteoclastic. This is the type usually associated with 
malignancy of the epithelial type. Here there is no new 
bone production in the tumor, and on account of the rapid 
growth of these tumors there is also no external reaction. 
It grows as a solid mass and destroys all the contingent 
structures, invading the cortex, medullary canal and ad- 
jacent soft structures with equal facility. These cases 
present a peculiar moth-eaten appearance of the bones 
involved. In the osteoplastic type there is generalized 
increased osseous formation. It has been suggested that 
this takes place through stimulation of preserved osteo- 
blzsts, the tumor acting as irritant, or through metaplasia 
of the fibrous stroma of the tumor. In such cases the 
differential diagnosis involves that of marble bone dis- 
ease. A case -of this type has been reported by Dr. Lu- 
cinian, and I have asked him to bring the photographs 
of these films for this demonstration. 

In the female, we most often find metastases in the 
ribs and thoracic spine. The element of contingency 
probabfy plays some part in making these the most fre- 
quent sites. They also occur in the lumbar spine, ilia, 
femur, skull and humerus. They are rarely found in 
the forearms or below the knee. Malignancy of the 
uterus and ovaries only metastasizes to bones in about 
five per cent of cases and gastric Ca in only about two 
per cent. Cancers of the mammary gland and of the 
prostate are most prone to metastasis and in general it 
may be stated that the less common sites of primary foci 
are more apt to spread and metastasize in adjacent bones. 

The histologic character of the neoplasm in the bone 
depends largely on the type of primary growth, and very 
slow growing tumors most often result in osteoplastic 
secondary metastases. The secondary growths usually 
occur in those portions of the bone most subjected to pres- 
sure or traction. Pathologic fracture in involved bones 
is not so common as it is in tuberculosis or lues since the 
tumor tissue usually affords considerable support. 
Strange to say, fractures are more common in the osteo- 
plastic than in the osteoclastic type. 

Mrs. M. S., aged 31, first presented herself at my office 
on the seventh of August, 1925. She was then under 
care of Dr. Nichols, who suggested X-ray of her teeth. 
Her complaint was that of pain in her left shoulder, and 
since she also had a severe anemia, blood count was 
ordered. 


*Read before Dade County Medical Society Aug., 1926. 


Red blood cells.................. 2,504,000 
FIGMIOGIODIN: ... ..5.. 22. ce cccccees 50% 
Wo cite ise ntedes bases 9,675 
CONOE TRMOE oo. s.c ong cee cccceees 1 
|. 44% 
Eosinophiles ..................-. 1.5% 
Lymphocytes ......... Ble tosicreues 54% 
eS OEE 0.5% 


No nucleated reds. 


She had been in perfect health until September, 1924, 
when she had a sudden onset of rheumatic pains in her 
back, right hip, knee and ankle, and in the muscles of 
these regions. She made a complete recovery after being 
in bed off and on for one month. In February, 1925, she 
began having pains in her left shoulder and elbow, and 
in May first noticed loss of use of the deltoid and pares- 
thesia in the forearm and fingers. This disuse continued 
to progress distalward. In February she had considerable 
nausea and vomiting but no abdominal pain. These 
symptoms gradually subsided. Films of the teeth at this 
time were negative for foci of infection. Physical exam- 
ination showed the deltoid and scapular muscles atro- 
phied and the patient was unable to raise the arm. Pres- 
sure over the joint produced definite pain, and passive 
motion was also painful. There were no areas of an- 
or hyperesthesia. The X-ray examination at this time 
was as follows: There is marked calcium absorption of 
all the bones in the left shoulder region. It is most 
marked at the head of the humerus and these changes 
recede in severity toward the middle of the humerus, the 
body of the scapula and the acromion process. This 
rarefaction involves the cortical as well as the medullary 
portions of the bones, but has left the outline of the cor- 
tex still intact, except for a small area on the internal 
surface just below the neck of the humerus where the 
cortex has been eroded through. The differentiation lies 
between an atrophic arthritis and an osteomalacia. It is 
our opinion that this is an atrophic arthritis since it is 
apparently localized to this joint and since this patient 
is of the second age period. 

While at my office the patient stated that she had 
missed her last menstrual period, and since Dr. Nichols 
had noted in his pelvic examination that the uterus was 
the size of a four months’ pregnancy we thought these 
bone changes might be due to some calcium metabolism 
dystrophe. On the 24th of October another pelvis exam- 
ination indicated no change in the size of the uterus. The 
possibility of pregnancy was thereby ruled out. In the 
meantime, I had examined her again and at this time 
changed my diagnosis to one of carcinomatous metastasis, 
primary focus probably in the uterus. The patient con- 


- tinued under palliative treatment until December 30, 


1925, at which time she went to Pittsburg in the hope of 
relief, and we expected that the incident would be closed 
ere long. 

On the 14th of July, 1926, Dr. Baker informed me he 
was attending a Mrs. M. S. and that since I had ex- 
amined her he would like to have some information as 
to the X-ray findings. I stated that she could no longer 
be living, but he proved otherwise by having her brought 
to my office on the following day. A report of the find- 
ings is scarcely necessary. How a human can be alive 
and have such extensive changes in all the tissues is 
scarcely conceivable. Strange to say, she is still alive. 
The mass in the abdomen has increased in size so that 
she now resembles a pregnancy at full term. 

Mrs. E. P. had a total histerectomy at the hands of 
Dr. Henry Schmits of Chicago about three years ago. 
Shortly afterwards, bony metastases were noted but the 
patient was given intensive deep roentgen ray therapy, 
in heroic doses which at that time were in use, and in 
which Dr. Schmits was most proficient, since at that time 
it represented the thought of the German school of radio- 
therapists. Since that time, although relatively free from 
symptoms, this patient had lost a full five inches in 
stature. In February she requested X-ray examination 


(Continued on page 81) 
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FLORIDA HOSPITALS 


The following data has been compiled by the 
Council of Medical Education and Hospitals of 
the American Medical Association in their recent 
survey of Florida, and appeared in the Hospital 
number of The Journal of the American Medical 
Association, April 3, 1926. A comparison of 
this data with that of former years very aptly 
illustrates the rapid growth of Florida and the 
great increase in the number of hospitals supply- 
ing both the large and small communities : 


Average 
Total Beds 
Arcadia, 3,479—DeSoto: Beds. in Use. 
Arcadia General Hospital........ 25 15 
Century, 1,000—Escambia: 
Century Hospital ............... 20 10 
Clearwater, 2,427—Pinellas: 
Morton F. Plant Endowed Hospital 31 16 
Daytona, 5,445—Volusia: 
Dr. Bohannon’s Hospital and Sani- 
0S POSE EES Retiree rr ree 25 15 
Daytona Private Hospital and San- 
I oases oe Ga oe See aOR 20 10 
Daytona Beach, 825—Volusia: 
McLeod Hospital ..............-. 25 17 


DeLand, 3,324—Volusia: 





75 
Total 
Beds 
DeLand Memorial Hospital...... 24 
Ft. Lauderdale, 1,000—Broward: 
Edwards Hospital ............... 25 


Ft. Myers, 3,678—Lee: 
Robert E. Lee Memorial Hospital. 30 
Homestead, 1,307—Dade: 


Post-Graduate Hospital.......... 12 
Jacksonville, 95,450—Duval: 

Brewster Hospital (Colored)..... 32 

Duval County Hospital*......... 110 

Riverside Hospital, Inc........... 35 

St. Luke’s Hospital* ............. 100 

St. Vincent’s Hospital............ 64 
Lake City, 3,341—Columbia: 

Lake Shore Hospital ............ 25 
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Lakeland, 7,062—Polk: 
Dr. Causey’s Sanitarium......... 
Morrell Memorial Hospital....... 

Marianna, 1,915—Jackson: 
Baltzell Hospital ................ 

Miami, 69,754—Dade: 
Gowdy Hospital ................ 
James M. Jackson Memorial Hos- 


I Soiree aes ip ssw sengiog save Se 
Riverview Hospital ............. 20 
South Side Hospital.............. 20 
Miami Beach, 644—Dade: 

Allison Hospital ................ 58 
Ocala, 4,370—Marion: 

Marion General Hospital......... 35 
Orlando, 9,257—Orange: 

Florida Sanitarium .............. 135 

Orange General Hospital......... 106 
Palatka, 5,102—Putnam: 

Mary Lawson Sanatorium........ 18 

Parkview Hospital .............. 26 
Pensacola, 25,305—Escambia: 

Pensacola Hospital ............. 100 


Quincy, 2,540—Gadsden: 

Gadsden County Hospital, Inc.... 26 
Safety Harbor, 429—Pinellas: 

Espiritu Santo Springs Sanitarium 50 
Sanford, 5,588—Seminole: 

Fernald-Laughton Memorial Hos- 


Reo ilar csi Scedoieiebine eine eed 26 

Sarasota, 840—Sarasota: 

Halton Hospital ................ 10 

Sarasota Hospital ............... 25 
St. Augustine, 6,192—St. Johns: 

East Coast Hospital.............. 115 

Flagler Hospital ................ 100 
St. Petersburg, 26,847—Pinellas: 

Faith Hospital, Inc............... 40 

Mercy Hospital (Colored)....... 13 

Mound Park Hospital............ 60 
Tallahassee, 5,637—Leon: 

Johnson’s Hospital .............. 25 
Tampa, 94,743—Hillsboro: 

The Bayside Hospital, Inc........ 40 

Centro Espanol Sanatorium....... 52 

Clara Frye Hospital (Colored)... 75 

Dr. H. M. Cook’s Sanatorium..... 47 


Gordon Keller Memorial Hospital 85 
Tampa Sanitarium .............. 10 


Average 
Beds 
in Use. 
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Average 
Total Beds 
Beds in Use, 
West Palm Beach, 8,659—Palm Beach: 
The Good Samaritan Hospital.... 200 98 
Pine Ridge Hospital.............. 30 15 
Total for community use, 49...... 2,472 1,455 


In Florida the following thirty counties have no hos- 
pitals for community use: Baker, Bay, Bradford, Cal- 
houn, Citrus, Clay, Franklin, Hamilton, Hernando, 
Holmes, Jefferson, Lafayette, Lake, Levy, Liberty, Mad- 
ison, Manatee, Monroe, Nassau, Okaloosa, Osceola, 


Pasco, St. Lucie, Santa Rosa, Sumter, Suwannee, Taylor, 
Wakulla, Walton, Washington. 

*Hospitals marked with a star (*) are approved by 
the Council on Medical Education and Hospitals for 
internship or the fifth year in medicine. 











eHospital for community use. 

*Tuberculosis Hospital. 

“Nervous and Mental Hospital. 
© * _ Established since 1920. 

Total hospitals in Florida, 70; for community use, 49; 
population per hospital bed, 511; percentage of beds 
occupied, 58; percentage of counties without hospitals, 
47.6. 





IVY POISONING 
How distressing are the symptoms produced 
by poison ivy, poison oak and poison sumac call 
best be appreciated by those who have experi 
enced them. Unlike the briers and thistles the 
injury produced by these plants is not evident 
for a few hours or days after coming in contact 
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with them. For this reason it is necessary for 
those who frequent the woods to familiarize 
themselves with the appearance of the plants in 
order that contact may be avoided. 

Susceptible persons whose work or play ex- 
poses them frequently to the poisonous plants, 
will be interested in the work of Schamburg and 
Stickler (*) who report a high degree of im- 
munity secured by injecting extracts from the 
plants themselves. Solutions of these extracts 
may be secured and injected by the family physi- 
cian. 

Much of the poison that may have been col- 
lected on the skin during an excursion through 
the swamps and woods may be removed by a 
thorough bath and vigorous scrubbing with hard 
water soap—laundry soap—followed by re- 
peated rinsing. Alcohol will remove the poison, 
but must be used freely if at all, as small quan- 
tities will only hasten penetration. Poison may 
remain on the clothing or shoes and cause trouble 
long after contact with the plants, hence such 
articles should also be carefully cleansed before 
they are worn again. In an article produced for 
newspapers by Science Service (Washington, 
D. C.) the value of solutions of iron salts, for 
preventing and curing the symptoms of ivy pois- 
oning, is set forth. Dr. Jas. B. McNair at the 
University of Chicago finds that a 5 per cent 
solution of ferric chloride in 50 per cent alcohol 
or 50 per cent glycerin is safe and effective as a 
preventive if applied either before or after an 
excursion to the woods and as a remedy in the 
early stages. Dr. Geo. D. Fuller at the same 
school prefers a strong solution of ferrous sul- 
phate (copperas). A 5 per cent solution in 
water may be used. 

A well-known dermatologist of Jacksonville 
states that during his childhood a barrel of this 
solution was kept in a secluded spot on the home 
place, and used as a dipping vat for those who 
ventured too near the venomous vines and 
shrubs and, he says, this was an effective method 
of treatment. 

As one would expect, the resin-like poison of 
these plants is most likely to be deposited on the 
exposed parts of the body, particularly the hands. 
It is often conveyed to the face and other parts 
as by wiping off perspiration, ete. ; therefore, the 
exposed parts are most frequently affected and 
this is an important point in recognizing the 


(*) Tournal of the American Medical Asscc'ation, Jan- 
vary 13, 1917, October 18, 1919, June 2, 1923. 


nature of the itching, burning, blistering and 
weeping of the skin when they appear from two 
hours to five days after a trip into the woods. 

It is often necessary to call on a physician to 
make the diagnosis and always desirable to seek 
his advice regarding treatment. 

A valuable bulletin, dealing largely with the 
recognition and eradication of poison ivy and 
poison sumac, has been published and may be 
had by applying to the United States Department 
of Agriculture, Washington, D. C., for Farmers 
dulletin, No. 1166. 





NEWLY ORGANIZED SOCIETIES 


The activity in the Florida Medical Associa- 
tion is well evidenced in the recent reorganiza- 
tion of the DeSoto County Medical Society join- 
ing with Hardee and Highlands Counties in the 
formation of a Tri-County Medical Society, at 
a recent meeting held in Sebring. The doctors 
of these three counties had a most enthusiastic 
meeting and elected the following officers: Dr. 
D. L. McSwain, president; Dr. H. V. Weems, 
vice-president; Dr. I. W. Chandler, secretary- 
treasurer. 

Last month, the counties of St. Lucie, Okee- 
chobee, Indian River and Martin met at Ft. 
Pierce and organized a Four-County Medical 
Society, electing the following officers: Dr. H. C. 
McDermid, president; Dr. J. W. Bishop, vice- 
president, and Dr. G. C. Hardie, secretary. 

The organization of these two societies brings 
into the Association organized medicine in the 
following new counties: Hardee, Highlands and 
Martin. By means of consolidating small county 
societies, better programs can be arranged, as 
well as larger attendance obtained. It is with 
pleasure that the Association welcomes the newly 
organized Tri-County and Four-County Medical 


Societies into its fold. 
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The Duval County Tuberculosis Association 
have opened a new children’s hospital in Jack- 
sonville, which is known as Hope Haven. A full 
description and account will appear in next 
month's Journal. 


Dr. A. R. Knauf and Dr. C. A. Andrews of 
Tampa have just returned from a visit to Roch- 
ester and Chicago where they attended clinics. 





~ 
N 


Manatee County Medical Society is growing 
very rapidly, its 
twenty-four. They have continued their meet- 
ings during the summer season with excellent 
attendance. The treasurer of the Association 
announces with pleasure that this is a 100 per 


present membership being 


cent Society. 


The Palm Beach County Medical Society, at 
a recent meeting, unanimously adopted a set of 
resolutions to be presented to the Board of Govy- 
ernors of the Good Samaritan Hospital of West 
Palm Beach, calling for a complete reorganiza- 
tion of the staff of the institution. The proposed 
plan of reorganization is in accordance with an 
outline submitted by Dr. Frank Billings, of 
Chicago, and if adopted by the Board of Gov- 
ernors, should result in a material betterment in 
the management of the hospital. Dr. Leon 
Ashley Peek was nominated chief of staff, Dr. 
George M. Dawson, director of surgery, and 
Dr. R. O. Cooley, chief of the medical service. 


Dr. E. F. Carter announces the removal of 
his office from the Stovall building to 1719 Grand 
Central Avenue, Tampa, Florida. 


The Nurses’ Training School of the Arcadia 
General Hospital held its second commencement 
exercises Wednesday evening, August 18th. The 
graduating class was composed of three young 
ladies—Misses Virginia Welch, Thelma Ham- 
mons, and Maud Summersill. 


The resumption of meetings of the Escambia 
County Medical Society occurs September ninth 
with Dr. H. Mason Smith, president of the Flor- 
ida Medical Association, as guest of honor. 


CONGRATULATIONS TO MONROE 
COUNTY MEDICAL SOCIETY. DUES OF 
ALL MEMBERS 100% PAID. SEE SCHED- 
ULE ON PAGE 82. WATCH THE NEWS 
COLUMN FOR THE NEXT SOCIETY TO 
REACH 100%. 


The Palm Beach County Medical Society is 
making active preparations toward the perfec- 
tion of the program of entertainment of the 
coming State Medical Association meeting, and 
it trusts that the meeting may be a memorable 
one, not only from a scientific but also from a 


social standpoint. 
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Dr. John A. Simmons of Miami was a recent 
visitor to Arcadia. 


Dr. A. M. Bidwell announces the opening of 
his new offices at 411-13 First National Bank 
Building, Tampa, Florida. 


A dinner was given during the past month by 
the Monroe County Medical Society in honor of 
Dr. G. M. Guiteras. Dr. Guiteras recently re- 
turned to Key West as surgeon in charge of the 
Marine Hospital, relieving Dr. M. K. Gwyn who 
has been assigned to duty at Astoria, Ore zon. 
Dr. Guiteras formerly lived in Key West and 
the members of the Monroe County Medical 
Society expressed to him, through the medium 
of this dinner, their great appreciation in having 
him return. The following is a copy of their 
menu: 


MENU 


Special R a la Dr. Galey 
President Monroe County Medical Society 
Entree a la Dr. Plummer 
Secretary-Treasurer Monroe County Medical 
Society 
Sopa Tartara a la Dr. Warren 
Key West Fish a la Dr. Porter, Senior 
Arroz con Pollo a la Dr. Guiteras 
Bella Donna Salad a la Dr. Keating 
Flan de Leche a la Dr. Lowe 
Figs (California Syrup) a la Dr. Porter, Jr. 
Cafe Cubano a la Dr. Pintado 
Cigars a la Dr. Little 
Plus- Sorpresa a la Dr. Rodriguez 


Dr. C. C. Webb of Pensacola recently left for 
New Orleans for the Annual Lipton Cup races 
of the Southern Yachting Association. 


Dr. C. J. Heinberg of Pensacola will go to 
Chicago in September for a few weeks’ c!'nical 
work. 


Dr. W. M. Rowlett, of Tampa, our genial 
secretary of the State Board of Medical Exam- 
iners, was at West Palm Beach and Lake Worth 
on August 28th, investigating the license of an 
alleged illegal practitioner of medicine at Lake 
Worth. The Palm Beach County Medical Soci- 
ety gave a dinner in his honor at the Monterey 
Hotel. Dr. Rowlett delivered an interesting 
address relative to organized medicine and the 
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necessity for the inauguration of drastic laws 
dealing with the illegal practice of medicine in 
Florida. 


Dr. Julien C. Pate announces the removal of 
his offices from 210-212 Hensley-Stovall Arcade 
building to 1107-1109 First National Bank Build- 
ing, Tampa. 


Dr. J. H. Bickerstaff of Pensacola is contem- 
plating a trip to Vienna shortly. 


On Thursday evening, August 28, 1926, in 
response to notices mailed out by Dr. H. Mason 
Smith, president of the Florida Medical Associa- 
tion, a large number of doctors from Lakeland, 
Tampa and surrounding towns assembled in the 
parlors of the Hotel Sebring after a delightful 
dinner served by the Sebring doctors. 

The meeting was called to order by Doctor 
Herman Watson of Lakeland. Dr. Smith was 
introduced and delivered a snappy and enthusi- 
Dr. Smith 
said: “Organized medicine always precedes civi- 
lization and has made possible the Panama 
Canal; has made it possible for Florida to be as 
it is today—a playground for America. A med- 
ical bill is now ‘being drafted with the help of 
the State Board of Health which will take away 
from all men now using the term ‘M.D.’ unless 
they are bona fide graduates of medicine.” 


astic address on organized medicine. 





Dr. Smith denounced contract practice in all 
of its phases and pointed out facts showing that 
“unless this practice is discontinued by members 
of the profession, we will soon be not scientific 
men, but employees of the large industrial cor- 
porations, working for a small salary with no 
incentive to give to our patients the best in us. 
This will strangle our desire to keep medicine on 
the high and unselfish plane it has occupied since 
the days of Hypocrates. Florida today has as 
good men as the country affords, doing all classes 
of work.” He pointed to Dr. Kirby-Smith as a 
man who has attained an international reputation 
from his work on Larva Migrans. Instances 
were cited of where in our own as well as in 
many foreign countries, men are doing major 
operations for the sum of $10.00 to $12.00 and 
medical men caring for whole families for a few 
dollars each month. 

It was gratifying to hear our president state 
the Florida Medical Association is out of debt 


after liquidating a $3,000 debt and now has a 
goodly sum in the treasury. 

The following officers were elected: Dr. D. L. 
McSwain, president; Dr. H. V. Weems, vice- 
president; Dr. I. W. Chandler, secretary-treas- 
urer. Councillors: Dr. C. H. Kirkpatrick, De- 
Soto, 3 years; Dr. J. E. Garner, Hardee, 2 years; 
Dr. J. W. Mitchell, Highland, 1 year. 


Polk County Medical Society held its regular 
meeting at Lakeland August 12, 1926, at the 
Cleveland Heights Country Club. The guests for 
the evening were the members of the Hillsborough 
County Medical Society. The guest of honor was 
Dr. J. Lee Kirby-Smith of Jacksonville, and Dr. 
H. Mason Smith of Tampa, President of the Flor- 
ida Medical Association. Dr. R. L. Kline, pres- 
ident of Polk County Medical Society, was mas- 
ter of ceremonies. Music was furnished by an 
orchestra with several vocal solos by local talent, 
and a few banjo solos. Everyone present was 
requested to rise and introduce himself. Din- 
ner was then served and Dr. H. Mason Smith 
was introduced. Dr. Smith stated that organ- 
ized medicine was on a higher plane today than 
ever before, but did not go into details of prog- 
ress and proposed improvements in the organi- 
zation, and conceded the floor to Dr. Kirby- 
Smith, the guest of honor and chief essayist of 
the evening. Dr. Kirby-Smith prefaced his re- 
marks by giving a geographical distribution of 
Larve Migrans, showing this not to be a Florida 
disease but one found along the entire Atlantic 
seaboard and gulf coast, extending beyond the 
Mississippi as far as the Texas border. A line 
drawn from the mouth of the Mississippi river 
to the uppermost part of the Atlantic seaboard 
would embrace the entire southeast. Sporadic 
cases are sometimes seen above this line, and 
when this disease becomes better known, no 
doubt many cases will be found in other sections 
of America. These remarks were followed by 
numerous lantern slides showing the most prob- 
able places of obtaining infection, and the dis- 
ease in all stages of development. This was fol- 
lowed by the symptoms, prophylaxis and treat- 
ment of disease. At the close of the essay, Dr. 
Kirby-Smith invited all present to ask any ques- 
tions they wished. Many questions were asked, 
showing a lot of interest and appreciation of the 
work done by Dr. Kirby-Smith in the study of 
Larva Migrans. To gain the information given 
by Dr. Kirby-Smith entailed an enormous 
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amount of time and he should have full credit. 
from the world at large where this disease occurs. 
Florida should be proud to call Dr. Kirby-Smith 
a native son, and the medical profession should 
ke stimulated by his efforts in original research 
work and carry on this research as well as re- 
search along other lines. 





STATE BOARD OF HEALTH NOTES 
HELP WANTED 


We wish to stamp out diphtheria and we ask 
every physician in the State to serve as a com- 
mittee of one to see that each child under his 
care is protected. Every child from six months 
to six years should be given toxin-antitoxin with- 
out a preliminary test. Older children should be 
given a Schick test to determine which of them 
need the T-A and this needs a large group such 
as a school, for the smallest test package is for 
fifty tests. As the greatest susceptibility is 
among those under five, this age group has been 
the one in which the great majority of fatalities 
has occurred. 

Last year there were 105 deaths from this 
disease—105 needless deaths—and if each of us 
will see that each one of the children, entrusted 
to our care, is immune we can stamp out this 
disease and do it promptly, too. 

During September and October there will be 
a continent-wide campaign against this disease 
and we ask for your cooperation. 


Did you read your copy of Health Notes? We 
would welcome any suggestions as to means by 
which it can better put across its message. 


Every month we receive certificates showing 
that death occurred from a reportable disease. 
Each of these is checked to find if the case has 
been reported and if it has not been a report is 
requested. 

It is embarrassing to us to be obliged to make 
such a request and we trust you will save us. from 
further need along this line. 

No matter if there has been a former physician, 
you should report each notifiable 
disease, and if it has been reported previously 
your report will be marked duplicate, but if there 
is no previous report it will save embarrassment 


case of a 


in case the patient does not recover. 


THE ANNUAL HEALTH EXAMINATION 

The general public is being educated gradu- 
ally to the imporiance of going once a year to 
the doctor for a physical examination. Some 
physicians, when requested to make such an 
examination, look at the tongue, feel the pulse, 
smile a knowing smile and say, “Oh, you are as 
sound as a dollar.” The client goes away won- 
dering if he has received the value of the small 
fee asked. Other physicians strip the candidate, 
make a careful physical examination, inspect the 
orifices, take the blood pressure, test the urine, 
blood, ete., refer him to specialists if necessary, 
collect a worth-while fee and send him away re- 
joicing in the thought that he has paid a good 
price but got his money’s worth. 


Failure to furnish healthful surroundings is 
the only possible condition that can prevent the 
steady, sure and rapid development of this State. 

The medical profession is therefore in position 
to render a vast service to the State and we ask 
for the fullest cooperation that each case of com- 
municable disease is promptly reported, that an 
insanitary condition is corrected and that the 
value of immunity is made clear at every oppor- 
tunity. 

The time will soon come when a case of diph- 
theria in a family under the care of a physician 
will be considered a reflection on that physician 
unless he can convince the public that he had 
tried to convince that family that no one need 
have diphtheria, for they could avoid it so easily. 

We are trying to cut our diphtheria incidence 
by a continent-wide campaign and you can get 
the toxin antitoxin by asking for it. If each 
physician will make it a habit to give toxin anti- 
toxin to every child he treats between the ages 
of six months and six years, we can soon have a 
population that is practically immune to diph- 
theria. 

Is not this a goal worth striving for. 


Dr. M. T. MacAvelia, recently of Ft. Myers. 
has been appointed Field Medical Officer to 
succeed Dr. W. A. Claxton in the lower East 
Coast District. Dr. MacAvelia saw militar) 
service during the world war, and has had ex- 
perience in Public Health Work. 

Dr. Chas. W. Pease, newly appointed Medical 
Officer in the Tampa District, reported at the 
Jacksonville Office August 25th for instruction, 
and is now busily engaged in acquainting him- 
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self with his territory, investigating communi- 
cable disease conditions, and preparing for a cam- 
paign of immunization. 

With the opening of the schools comes an in- 
creased incidence of children’s diseases and a 
ereater need as weli as a better opportunity for 
effective control measures. Physicians are earn- 
estly requested to be prompt about reporting 
every case, isolating the patient and instructing 
attendants as to precautions that should be 
taken. Prompt action will prevent sickness and 
save precious lives. The cooperation of the 
medical profession, so necessary to successful 
health work, is greatly desired and appreciated. 


THE PRACTITIONER'S PART 

The annual conference of State and Provin- 
cial Health Officials was held at Atlantic City in 
May. A resolution adopted by this body pro- 
poses that special attention be given to preven- 
tion of Communicable Diseases during the first 
six months of the school year. 

September and October are set apart for diph- 
theria prevention. 

November and December for smallpox. 

January and February for typhoid. 

It is not the duty of the health official only to 
promote health and prevent sickness. There are 
1625 doctors in Florida, some are part time, 
poorly paid health officers or physicians for 
county or city, most are just practitioners, but 
every one has a responsibility he cannot and 
would not evade. Each will perform his duty 
to the best of his ability. 

Every child under school age should have 
T-A immunization. Children of school age 
should be Schick tested and treatment given to 
the reactors only. 

Every one should be successfully vaccinated 
against smallpox, and revaccinated every five 
years. 

Typhoid shots should be given every three or 
four vears. 





ADVERTISERS’ NOTES 
ANTITOXIN UP TO DATE 
Ever since the discovery of diphtheria anti- 
toxin, biological manufacturers have been en- 
deavoring to overcome certain difficulties asso- 
ciated with its use. One of these, the bulk of 
the effective dose, has been disposed of by elim- 
ination of the water and other non-essential ele- 


ments, until a product approaching a state of 
absolute purity has resulted. The best antitoxin, 
while small in bulk, is sufficiently fuid to ensure 
prompt absorption and consequently prompt 
therapeutic effect. 

Another difficulty has been that the rubber 
of the plunger in the syringe packages in which 
all antitoxins are supplied is very apt to become 
adherent to the glass barrel of the syringe, and 
physicians have had no end of trouble in trying 
to break the adhesions without breaking the 
syringe. 

Parke, Davis & Co., as will be noted by refer- 
ence to their advertisement elsewhere in this 
issue, offer not only a highly concentrated anti- 
toxin with low protein content, but an “im- 
proved” syringe package. We understand that 
the improvement consists principally in an in- 
genious reduction of the area of contact surface 
between the plunger and the syringe barrel, so 
that by giving the piston rod a gentle turn the 
plunger can be rotated and then, of course, 
moved forward under steady pressure. 


MEETING EMERGENCIES 


Associated with many present-day emergen- 
cies in which the health of a community is con- 
cerned, in which, perhaps, the lives of many per- 
sons are in jeopardy, are hurry calls from physi- 
cians for biological products. 

The discovery of smallpox in a neighborhood 
and vaccination by the wholesale; an explosion, 
such as occurred at Lake Denmark, N. J., where 
the possibility of many cases of tetanus threat- 
ened ; an outbreak of diphtheria in a school or 
community; a mad dog scare—all these are 
emergencies in meeting which the medical pro- 
fession is depending more and more upon the 
administration of biological products. 

Through its depots that are being opened in 
various Cities throughout the United States, the 
House of Squibb is providing sources of supply 
for arsphenamines, insulin and biological prod- 
ucts, kept under proper refrigeration and quickly 
available at any hour to the physicians and the 
pharmacists of the respective neighborhoods. 

Thus far depots have been established as 
follows: 

New Orleans, La., Depot at 402 Queen and 
Crescent Building, 344 Camp Street, Telephone, 
day, Main 8636; night, Walnut 4592-]. 

Pittsburgh, Pa., Depot at 604 Maloney Build- 
ing, 339 Second Avenue, Telephone, Court 1220. 
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Minneapolis, Minn., Depot at 237 Transpor- 
tation Building, 317 Second Avenue, South Tele- 
phone, day, Geneva 3248; night, South 8716. 

Seattle, Wash., Depot at 216-217 Crary Build- 
ing, Fifth and Union Streets, Telephone, Elliott 
1878. 

3altimore, Md., Depot at 1027 Munsey Build- 
ing, 5 North Calvert Street, Telephone, Calvert 
4308. 


ELECTED PRESIDENT AMERICAN PHARMACEUTICAL 


MANUFACTURERS’ ASSOCIATION 


The American Pharmaceutical Manufacturers’ 
Association at its annual June meeting at Lake 
Placid, New York, did itself the honor to elect 
Ralph R. Patch president. Mr. Patch is the 
president and general manager of the E. L. 
Patch Co. of Boston, Mass., the well-known 
manufacturers of Patch’s Flavored Cod Liver 
Oil. 

The American Pharmaceutical Manufacturers’ 
Association comprises the large manufacturers 
of preparations so extensively used by the medi- 
cal profession ; and physicians are therefore in- 
terested in the personality of its officers. Mr. 
Patch has served the Association for several 
years as its Secretary-Treasurer, and his elec- 


tion as president came as a fitting reward for his 
years of service in behalf of that organization. 





REPORT OF THREE CASES OF META- 
STATIC CARCINOMA IN BONY 
STRUCTURES 
(Continued from page 73) 
for pain in her back from her shoulders down to 
her buttocks. These films show areas of rare- 
faction, but you will note that they have con- 
centric rings of calcium deposit which represent 
the courses of treatment, and are probably due to 
temporary arrest of the growth of these tumors, 

Mrs. D. M. W. had a radical breast amputa- 
tion on July the tenth, having had a palpable 
mass in the right breast for ten vears which dur- 
ing the previous six months had been breaking 
down. With a view toward post-operative radi- 
ation, Rr. Hall requested me to see her about ten 
days later. At that time she had severe pain in 
her lumbar spine and we thought it wise to ascer- 
tain the cause of this symptom before proceeding 
with the radiation therapy. Examination on the 
thirtieth of July shows the moth-eaten appear- 
ance of the right halves of the first and second 
lumbar vertebrae, characteristic of metastatic 
carcinoma. 











| 
| 


minutes from railway terminals. 





| Therapy if indicated. 


The Southeastern Sanatorium 


418 Capitol Avenue, S. E., Atlanta, Ga. | 
Old Number 172 Capitol Avenue 


For Mild Mental and Nervous Diseases, Alcoholic 
and Drug Addictions. 


Located in the central residential district of Atlanta, on street car line and 5 


Thirty rooms en suite or single with private lavatory, toilet, private bath. 
Quiet and homelike atmosphere ; refined nurses and excellent cuisine. 
Every patient receives the maximum of individual attention. 


Completely equipped for Physic, Hydro and Thermo Therapy; deep X-Ray 


Rates and reservations furnished on application. 


GEO. S. PITCHER, M.D., Director. 
W. A. GARDNER, M.D., Mepicat Director. 
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SCHEDULE OF MEETINGS—COMPONENT SOCIETIES 
FLORIDA MEDICAL ASSOCIATION 
, a MEETINGS Dues 
County Society Secretary | __ Date | Time Place Luncheon? Paid 
oe | W. Lassiter, M.D, ’ = 
Alachua ..---- Gainesville. 70% 
—_—— a | ts i me 
F | J. M. Nixon, M.D., go 
_.alanianeaanle Panama City. | —_——_ sei 
— | Seeber King, M.D., | a | aaa Ne aad aaron reva 
Bradford | pom euler. | , | 100% 
ae... ~ | R. D. Ferguson, M.D, |.” el — ae 00% 
Brevard ....-. Titusville. | Vertes | — es pie ent _ 100% 
——— "| Leigh F. Robinson, M.D., | er oo  \Chamber of Com- | - aie 
a ee "Ft. Lauderdale. \2nd Tuesday 8:00 P.M. _ merce No. 100% 
gaa PP ol L. J. Arnold, M.D., .* «| 7 
Columbia ..... | J Lake City. | | a 82% 
en : LD. SPEED motes OT —————|—___- 
NED 6s dra sieiate . a D. j lst Friday 8:30 P.M. |Miami City Club Occasionally. 82% 
hs. a ouie L Limbaugh, M.D. D,, — iia ; | ae [Arnold-Edw. ‘ities am —— —— 
Beret «-+-++-- Jacksonville. ist Tuesday 8:15 P.M. | Auditorium Ne 100% 
iy Herbert D. Snyder, M.D., | . : Board of Health | ; 
Escambia ..... Pememiie = Tuesday 8:00 P. M. Building No 66% 
PERS C. Hardie, M.D. | m= 
Four Counties Fe. Pieree. , | 43% 
fi k. W. Lowrv, M.D., list and 3rd -_— | | 1 % 
Hillsboro . iat: Tampa. days | 8:00 P.M. cis ity Hall | No 96% 
= * j | oa 
Jackson ......- R. L. ee M.D., 2nd Tuesday | 3:00 P.M. |Marianna | No | 96% 
— 
eer S. par nsceeod M.D., 2nd Monday 12:30 PM. Biltavern Hotel | Yes | 100% 
— - 
H. Quillian Jones, M.D., a Lee Memorial | , 
Se Ft. Myers. 3rd Friday 7:30 P.M. Hospital No ! 93% 
—- | : Ist and 3rd Tues. 
Manatee ...... J. oo Oct. to May; 2nd} 7:00 P.M. | Dixie Grande Hotel Yes | 100% 
: Tues. May to Oct. | 
— — 
Marion ....... J. L. ee M.D, 3rd Thursday 12:30 P.M. |Harrington Hotel | Yes. | 90% 
Monroe ...... ssiaae pag M.D. |1st Sunday 9:00 P.M. |Varies | Yes. | 100% 
: os , aed 
Orange ....... M.M. Andrews, M.D |3eq Wednesday | 8:30 P.M. |Varies } No | 95% 
Palm Beach ... “aoe 2nd Monday | 8:00 P.M. \Monterey Hotel Yes 100% 
. ach. | ae ee: a 
Pasco- T. F. Jackson, M.D., maT ' Bae Vat so 9 
ae Dade City. 2nd Tuesday | 8:00 P.M. | aries Yes. = | | 91% 
Pio sin etcancimattde : = 
: ; O. O. Feaster, M.D., ae as Pe | . ‘ ' 
‘conned Pee St. Poterdbens, Every 2nd Friday | 8:00 P.M. |Fla. Art School No. — 
Wor , y ‘2nd Wednesday in| ice ; 
cee seneiaans SPanenn, .19., Feb., Apr., June, 1:00 P.M. |Lakeland Yes 89% 
Lakeland. Aug., Oct., Dec 
oe. I. M. Hay, M.D., aidan, f wansiae Wied |< o 
St. Johns ...... 9, Aumuatine. - Monday | 8:30 P.M. aries | Yes. | 91% 
Sarasota F. — 2nd Tuesday | 8:30 P.M. lVaries Occasionally 100% 
Second District |}: Clifton Moor, MD, |... | a eas Bene 
edly Medical ‘ oe tach ais ‘Quarterly 3:00 P.M. |Varies | Yes. | 88% 
=. —— | a eee eee aes 
‘ 7. E. Mi M.D. | aig 
Sumter ....... ee ae | Varies ent ee W: 
— _j.G Se eee SEGRE TRG YOST ONO aa, 789 
oS ee le — an |Last Thursday | 12:15 P.M. |Eldorado Cafe Yes 18% 
—_————|—-W-Ghandles- Mb | ____ ———_|-——__ a ae 
Tri-County = alin ee wom | 8:00 P.M. iV aries — oad 81% ’ 
a R. L. Miller, M.D., eyo a. , g, 
apie ake: sbenomgy Sone "_ [end Tuesday 7:30 P.M. |Varies Fasc: 88% 
, )». H. Si Dp: ia —— Ce me | %, 
_— oe eeeee | , ‘bas Geka : lard Thursday | 8:00 P.M. /Varies Occasionally 88% 





NOTE — (Secretaries: Please submit information to complete the above schedule.) 
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Appalachian Hall 


ASHEVILLE, NORTH CAROLINA 


_G Wena 


p 





oR the treatment of nervous 

disorders, mild mental affec- 

tions, selected cases of alco- 

holism, drug habituation and 
the treatment of all cases where rest and 
recreation are essential factors. 
Located in a beautiful park of twenty- 
five acres, in one of the famous all-the- 
year-round health resorts of the world, 
where climate, air, water and scenery are 
unsurpassed. Five separate buildings, 
thoroughly modern, afford ample facili- 
ties for the classification and separation 
of patients. | 
Special attention is given to the natural 
curative agents such as rest, diet, massage, 
baths, electricity, and properly regulated 
exercise and employment. 
A corps of graduate nurses, especially 
trained for the work, together with a 
chartered training school, are important 
features of the institution. 
The medical officers in charge devote 
their entire time to the medical direction 
| and management. 








For further information and booklet write 
Drs. GRIFFIN AND GRIFFIN 
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